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In view of the interest now being taken in the possibilities of 
ultra-violet light and aerosols for the prevention of nasopharyn- 
geal infections, this paper discusses the probable methods by 
which the bacterial and virus infections of the nasopharynx 
are disseminated. For various reasons only scarlet fever, tonsil- 
litis, pneumonia, diphtheria, and meningitis will be considered 
among those due to bacteria ; and of those caused by viruses, 
only influenza, measles, and the common cold (it being freely 
admitted that direct proof of the virus origin of the last is still 


wanting). 
Spread of Bacterial Infections 


There is abundant evidence that preceding an outbreak of 
bacterial infection of the nasopharynx a slow increase occurs 
in the carrier rate, and not until this has reached a certain 


level do clinical cases appear. In the course of this, it may be 
assumed that, in general, the infecting bacteria reach the 
recipient in the air he breathes and gain access to the atmo- 
sphere from the nose or mouth of the case or carrier. The pre- 
sence of the specific organisms in the air may arise in two ways: 
(1) by expulsion of the organisms from the nose or mouth when 
the case or carrier indulges in such activities as speaking, cough- 
ing, sneezing, blowing, or spitting; and (2) by contamination 
of the hands, handkerchief, pillow, bedding, towels, or any other 
object which has access to the secretions of the mouth or nose 
and from which they can be released after the secretions have 
dried. These two mechanisms must be discussed separately. 


Expulsion from Nose or Mouth 


In experiments, which need not be quoted in detail, it has 
been determined that few organisms reach the atmosphere when 
the subject breathes quietly, but that the number rapidly 


increases when he carries on some form of nasopharyngeal 
activity. Even so, the great majority of the expelled organisms 
come from the mouth, few or none coming from the nose. The 
mechanism of expulsion itself has been recently reviewed in 
detail by Duguid (1945), while Hare (1940) described experi- 
ments which indicated the path followed by the organisms 
after leaving the mouth. These experiments have been repeated 
and extended. In brief, the method employed is as follows. 
A subject sits upright in a quiet room and counts for five minutes, 
coughs six times, sneezes once, or blows for two minutes directly 
forwards with his mouth in the centre of a quarter circle of culture 
plates. In most experiments the circle has been twelve inches 
(30 cm.) in radius (Figs. 1 and 2). The plates are situated on the 
radii at 90°, 67.5°, 45°, 22.5°, and 0° from the vertical, the first- 
named being directly in front of the mouth and the last directly 


Fic. 2 


under it, all of them twelve inches away. After incubation, the 
number of colonies on the plates are counted. The collected results 


are given in Table I. 


TaBLe I.—Average Number of Colonies per Person on Culture Plates 
Exposed at Different Positions in Relation to the Mouth 


Talking Coughing Blowing Sneezing 
Cult of of of of 
Plese. Average Total Average Total Average | Total Avesegs} Total 
0° 28:1 30-0 67 49| 83 | 3558) 75 
22-5° 39-1 | 41-8 8-9 65} 16 3-2| 1,6360 | 344 
45° 16-2 17-3] 601 | 43:9] 80 | 160] 2.4256) 
67-5° 8-4 90} $29 | 387! 270 | $42] 2628) 5-5 
90° 1-8 1-9 8-2 60! 120 | 240) 713) 
Total 93-6 | 100-0) 1368 | 100-0] 49-9 | 100-0| 4,751-5 | 100-0 
Number of ts 
subjects 9 20 3 9 
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It is not suggested that all the expelled organisms appear as 
colonies on the plates, but the method does give an indication of 
the route they take after leaving the mouth. For this reason 
it would appear that the great majority of the organisms are 
in droplets of fairly large size whose trajectory depends on the 
resultant of the force of gravity acting perpendicularly to their 
initial motion and on the amount of force used in expelling 
them. Naturally the trajectory is somewhat flatter when violent 
methods of expulsion are used than when talking, the result 
being that the majority of the organisms were on the plate at 
67.5° from the vertical when blowing, on those at 67.5° and 45° 
when coughing, on those at 45° and 22.5° when sneezing, and 
on the plates at 22.5° and 0° (directly under the mouth) when 
talking. 

In the above experiments the head was in the natural position, 
but if it be inclined forwards so that the mouth is pointing 
directly downwards over the plate at 0°, gravity assists the 
force of expulsion and quite large numbers of organisms can 
be isolated on that plate. If, on the other hand, the mouth 
faces upwards, very few organisms travel any distance at all, 
most of them apparently falling back on to the face. 

Thus it is obvious that gravity exerts a very powerful in- 
fluence on the droplets, the great majority of those which 
contain organisms falling downwards shortly after they leave 
the mouth. The ultimate fate of the organisms therefore 
depends on the position and the surroundings of the donor as 
well as the force exerted in expelling them. While sitting at 
a desk or table, lying in bed or in similar positions, a very 
high proportion of the total output will impinge on some sur- 
face below the mouth, and only by the more violent methods 
will it be possible to avoid this and obtain droplets with a flat 


enough trajectory to float free before becoming “ neutralized ”’. 


by ialling on some such surface. Some idea of the numbers 
which may be expected to do this may be gained from the 
number of colonies obtained on the plate at 90°, directly in 
front of the mouth. As will be seen from Table I, the largest 
number was obtained with the subject sneezing—71.3 colonies 
(though, had not the subjects unanimously jerked their heads 
downwards, it might have been larger)—and was smallest when 
talking, only 1.8 colonies being obtained. When these figures 
are compared with the 4,061.6 colonies obtained on the plates 
at 22.5° and 45° when sneezing, and the 67.2 obtained on the 
plates at 0° and 22.5° when talking, it is obvious that under 
most circumstances the vast majority of the droplets containing 
organisms will be “neutralized” by falling on to some object 
below the mouth. 

When the subject is standing upright, however, with from 
four to six feet (120-180 cm.) of air below the level of his 
mouth, some of the droplets will be neutralized by falling on 
to his clothes, some by falling direct to the ground ; but many 
will rapidly lose water by evaporation, leaving their salts, non- 
volatile substances, and bacteria as droplet nuclei (Wells, 1934). 
These are so small that the force of gravity is unable to over- 
come the resistance of the air, and in consequence they float 
free. The number of droplet nuclei produced, as well as the 
number which contain organisms, will naturally depend on the 
particular activity of the subject. Some idea of the extent of 
bacterial pollution of the atmosphere which can occur in this 
way may be obtained from the following type of experiment. 

The nose and mouth of a subject were projected into a large box, 
51 in. (130 cm.) high, 32 in. (80 cm.) wide, and 214 in. (55 cm.) deep, 
the mouth being placed 24 in. (60 cm.) from the floor. The walls and 
floor were covered with muslin soaked in liquid paraffin to neutralize 
the larger droplets falling on them. Five blood-agar plates were 
placed on the floor and exposed for one hour before the activities 
enumerated below. They were then removed, the subjects talked, 
coughed, or sneezed, and after an interval of five minutes a second 
series was inserted through a hole in the wall. They were left for one 
hour in order to collect the lighter particles slowly settling out 
from the air. Following incubation at 37° C., the difference between 
the number of colonies on the two series of plates was assumed to 
represent the number of nasopharyngeal organisms collected as a 
result of the particular activity of the donor. 

It was found that after talking for five minutes nine normal 
persons produced an average of 13 colonies, after six coughs 
28, and after one sneeze 715. Thus it is obvious that sneezing is 
by far the most prolific activity, air pollution being quite mild 
after only talking and coughing. Duguid (1945) used much the 
same technique but sampled the air directly with a slit sampler, 


and similarly found that only by sneezing was it possible to 
obtain any large numbers of the lighter droplets and droplet 
nuclei containing organisms. 

Thus the number of organisms expelled varies according to 
the violence of the methods used for expelling thein ; the path 
they take after leaving the mouth will likewise vary with 
the particular activity of the donor, but will in general be 
downwards rather than forwards, and their ultimate fate will 
depend to a large extent on the position of the mouth in relation 
to surrounding objects, but will generally involve the deposition - 
of the organisms on some surface below mouth level. Those 
which do not reach such a surface wili float free as infected 
droplet nuclei. Lastly, it should be pointed out that without 
sneezing or violent blowing it must be almost impossible for the 
subject to project any considerable number of organisms into 
the mouth of another person on the same level and only 12 in. 
(30 cm.) away. 


Expulsion of Specific Organisms by Carriers and Cases 

Using the same methods, Hare (1940) studied 12 known car- 
riers of group A haemolytic streptococci. As might be expected, 
under the influence of gravity these organisms tend to fall away 
along with the nasopharyngeal saprophytes. But of equal im- 
portance is the fact that very few of the colonies on the plates 
contained the specific organisms. This information is sum- 
marized in Table II, in which are given the total number of 


Taste II.—Total Colonies and Those Containing Group A Haemo- 
lytic Streptococci Isolated on Plates Exposed at all Sittings 
with Head Upright 


| | 
| Haemolytic Haemolytic 
Ca ties Total Strep. | No. of | Total Strep. 
— ime | Cols. |— Coughs| Cols. |- 
(mins.) % No. 
Ric 15 386 0 0 18 52 | 0 0 
Tow 10 3 | 1 | O38 | 12 3/3/38 
Ste 5 153 0 | Oo | 6 45 | 0 0 
Sim 45 | | 6 48/0) 
Mac 5 114 0 0 6 84 0 0 
Pie 5 54 2 3-6 
Cus 5 114 3 2-63 | 
Kee 25 198 1 0-51 | 24 127 | 0 0 
Rol 15 196 1 0-51 18 1,939 | 2 Ol 
Ros 10 0 0 6 45 0 0 
Mo 10 272 0 0 12 67 | 0 0 
Wat .. 10 135 0 0 12 71 | 0 0 
Total | | 2,178 2,510 | 2 


J 


| 


colonies collected, as well as the number containing haemolytic 
streptococci isolated at all the sittings in which the heads of the 
carriers were upright. Seven of the carriers did not expel any 
haemolytic streptococci during the tests, though three of them 
expelled some when the head was turned downward. Acutely 
infected cases were not studied, though several were examined 
as soon as they were convalescent. But Bloomfield and Felty 
(1924) encountered considerable difficulty in obtaining expulsion 
of infected droplets from patients with scarlet fever and tonsil- 
litis during the acute phase of the illness. In a recent paper 
Duguid (1946) described an investigation of 50 cases of scarlet 
fever and 37 carriers who coughed six times at blood-agar plates 
held only 3 in. (7.6 cm.) away from the mouth. About 10% 
of the total colonies contained haemolytic streptococci, but only 
39 out of 87 individuals expelled them. 

The expulsion of pneumococci and of meningococci does not 
seem to have been investigated by a similar technique. Teague 
(1913), however, held serum-agar plates 3 in. from the mouth 
of patients with diphtheria who were talking and coughing. 
Only 48 out of 180 plates contained the specific organisms, only 
65%, of the patients emitted them during the period of test, 
and in 30 out of 48 patients only one colony per plate was 
isolated. Similar results were obtained by Duguid (1946) with 
patients coughing six times at tellurite plates. The specific 
organisms comprised only 4% of the total output, and they 
were isolated from only 10 out of 50 patients. No comparable 
experiments have been carried out with carriers, but, in view of 
the statement of Copeman et al. (1922) that they have very few 
diphtheria bacilli in their throats, it would seem that the ability 
of both case and carrier to emit the specific organisms is no 
better than that of carriers of haemolytic streptococci. 

Thus the available evidence suggests that only a proportion 
of carriers of streptococci and diphtheria bacilli (and patients 
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in the acute stages of infection) expel these organisms, and that 
the organisms which they do expel will, in most circumstances, 
fall and impinge on some surface below the level of the mouth. 
Those which do not will fldat free as infected droplet nuclei ; 
but in view of the fact that very few droplet nuclei produced 
as a result of other activities than sneezing contain erganisms 
at all, and the number of specific organisms expelled by a 
carrier is only a small fraction of the total output, it follows 
that the production of infected droplet nuclei by carriers of 
these organisms can hardly be a serious factor in the dissemi- 
nation of infection. 

Much less is known about the expulsion of meningococci and» 
pneumococci, but it may be assumed for the present that it 
proceeds along the same lines. 


Contamination of Person and Surroundings 


Working with carriers of haemolytic streptococci, Hare (1941) 
showed that the skin of the face and hands, the clothing, and 
the handkerchief may be contaminated by their organisms and 
that this contamination may persist over long periods of time. 
The same author, and also Hamburger, Puck, Hamburger, and 
Johnson (1944), showed that the bedding and the -dust of the 
carriers’ rooms are contaminated. There is also evidence that 
the nasal carrier is more capable of polluting his surroundings 
than the throat carrier, and Hamburger, Green, and Hamburger 
(1945) found that the bedding of such carriers might contain 
80 times more streptococci than that of throat carriers. Exactly 
how the organisms reach the person and the bedding has not 
been determined. It is probable that some reach it during 
conversation and coughing but that the majority come from 
nasal or oral secretions directly. However they arrive, there is 
no doubt that there ma be quite marked contamination. 

There is also evidence that the organisms may be released into 
the atmosphere from these situations. Before this can occur 
the particular secretion must be dry. Using a wind-tunnel, 
Willits and Hare (1941) showed that lint infected with haemo- 
lytic streptococci did not infect the air stream so long as it was 
moist, or even when dry so long as it was undisturbed. But. 
once dry, very slight degrees of agitation sufficed to release 
considerable numbers of organisms into the air stream. For the 
same reason, it is possible to show that there may be little or 
no air contamination in the neighbourhood of the bed of a 
carrier when all is quiet, but that the number of specific organ- 
isms in the air increases very considerably if the bed is made 
or agitated only slightly (Willits and Hare, 1941 ; Thomas and 
van den Ende, 1941; Hamburger, Puck, Hamburger, and 
Johnson, 1944). 

Much less evidence is available in respect of the other bac- 
teria, although Stillman (1917) found Types I and II pneumo- 
cocci in the dust of 48 out of the 183 households in which 
cases had occurred, but only one Type I in 62 control house- 
holds. Eagleton (1919) found meningococci in the air of Army 
huts in which carriers were sleeping. The ability of carriers 
of diphtheria bacilli to contaminate their surroundings does 
not appear to have been investigated, although Wright, Shone, 
and Tucker (1941) found them in the dust of wards in which 
there were cases. 


Mechanism of Transfer from Person to Person 


The investigations reported in the preceding section show that, 
unless extremely violent and impolite methods are employed, 
it is probably very difficult for a carrier to infect the atmosphere 
in his vicinity to any great extent directly from his mouth or 
nose. Furthermore, he is equally unable to infect directly, 
by any other method short of violent sneezing or blowing, 
another person whose mouth is only 12 in. (30 cm.) away and 
on the same level. On the other hand, his person, the objects 
which surround him, and particularly his bedding, may be con- 
taminated by his organisms, some having presumably reached 
them from the droplets which have fallen in the course of con- 
versation, etc., but probably a far larger proportion by direct 
contact with his nasal and buccal secretions. As the organisms 
on the surrounding objects can reach free air after drying, Hare 
(1940) suggested that it was these organisms which are respon- 
sible for conveying infection to others. 

This hypothesis was put forward to explain the transmission 
of haemolytic streptococcal infections, but there would seem ‘to 


be little doubt that it also applies in other bacterial infections 
of the nasopharynx. In view of this, it is to be expected that 
little or no transfer of infection would occur during ordinary 
contacts of the day, but that an ill-ventilated office or crowded 
class-room, and particularly the dormitory, would be the place 
where infections of this type are acquired. Epidemiological 
observations confirm this; for the work of Glover (1918) on 
the spread of meningitis, of Glover and Griffith (1931) and of 
Dudley (1926) on the spread of streptococcal infections, of 
Dudley (1926) on the spread of diphtheria, and of Schroder 
and Cooper (1930) and Strom (1932) on the spread of pneu- 
monia, all point strongly to the importance of the sleeping- 
place and, to a somewhat less extent, of the class-room in the 
epidemiology of these infections. 

This would seem to be due to the fact that during the day- 
time the number of infectious particles expelled direct into 
the atmosphere or released from objects available for con- 
tamination seldom reaches dangerous proportions, although 
something approaching it may occur in class-rooms or offices 
with closed windows when the clothing is shaken or handker- 
chiefs are waved about in the air. But in the dormitory a 
high proportion of the organisms collected on the bedding 
during the night are released at once when the room awakens 
and the occupants get up; and, in common with others, we 
have found that the bacterial population of the air of Army 
huts increases ten to twenty times following reveille. It is the 
sudden release of the concentrated output of the night which 
makes available enough infected particles to increase the num- 
ber of carriers or bring about clinical infections. 


Spread of Virus Infections 


It is generally assumed that epidemics of influenza, measles, 
and the common cold are due to linear spread over the lines 
of communication, and that a gradual increase in the carrier 
rate, an apparent prerequisite for the development of an out- 
break of bacterial infection, does not occur. However, it has 
recently been demonstrated that mouse pneumonia virus may 
remain latent in the tissues of a number of different species 
of laboratory animals, passing from animal to animal without 
apparent clinical infection. The virus may be mobilized, how- 
ever, and cause infection, with the production of specific anti- 
bodies, by the application of a suitable non-specific stimulus 
such as the intranasal instillation of sterile suspensions of egg 
embryo and similar materials (Eaton and Van Herick, 1944; 
Horsfall and Curnen, 1946). A slightly different but essentially 
similar mechanism has been invoked by Shope (1944) to account 
for the spread of swine influenza. It is possible that something 
similar occurs in influenza, measles, and the common cold, the 
latent virus corresponding in some degree to the bacteria in 
the throat of a carrier. 

What the essential change may be which causes the virus to 
awaken and produce clinically apparent infection is open to 
conjecture, but in view of the fact that colds, particularly in 
North America, almost invariably appear immediately after the 
sudden drop in temperature which heralds the autumn, that, 
although influenza may occur in the summer, recent epidemics 
of influenza A and B have been winter diseases in both hemi- 
spheres, and that measles usually makes its appearance in the 
autumn, it would seem that weather may play some part in this. 

Nevertheless this does not provide a complete explanation ; 
for if latent virus is widely disseminated before an outbreak it 
is probably in isolated pockets or cells of the population rather 
than in a high proportion of the population as a whole. What 
proportion of the world is seeded in this way, and how far 
apart the pockets are, are matters for conjecture. In the measles 
outbreak in the Faeroes investigated by Panum (1939), for in- 
stance, it is highly improbable that any latent virus was present 
before the epidemic began. For all the cases were traceable to 
other cases, and isolated households remained free until contact 
with cases was established. On the other hand, in a large town 
the virus may well survive from one epidemic to the next in a 
few individuals scattered here and there. 

Before influenza epidemics, only a few members of the popu- 
lation can very well carry latent virus, for in the pandemic 
of 1918 isolated islands escaped. In the Samoa group, for 
instance, the American island of Pago Pago remained free 
because a strict quarantine was imposed, but the islands of 
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Upolu and Savaii were almost certainly infected by the steamer 
Talune. In the Falkland Islands epidemic of 1935 it was ob- 
served that settlements which had been warned by telephone 
isolated themselves immediately and escaped infection, so that 
in time “ the island could be divided into sharply defined areas 
’ where the disease was or was not present” (Cheverton, 1937). 
In the pandemic of 1889 Parsons (1891) observed that deep-sea 
fishermen and lighthouse keepers did not become infected so 
long as they remained isolated. Thus it would appear that if 
latent virus plays much part in the genesis of epidemics of 
influenza it is only in very isolated pockets. 

In the common cold, on the other hand, it would seem that 
latent virus must be quite widespread during interepidemic 
periods, in view of the unanimity with which the populations 
of whole countries, and even continents, appear to become in- 
fected with the advent of cold weather in the autumn. 

Thus, if it be allowed that an epidemic starts as a mobiliz- 
ation of the latent virus in isolated pockets of the population, 
there must in addition be case-to-case transfer of the virus in 
order to account for the large number of secondary cases which 
quickly appear. This transfer, moreover, must occur with great 
rapidity and very easily. 

The path by which viruses travel from person to person is 
quite unknown, but it may for the present be assumed that the 
same mechanism operates as in the bacterial infections. In 
consequence, it may be postulated that the recipient inhales 
virus particles which have reached free air from the patient 
either by direct expulsion from the nasopharynx or from buccal 
or nasal secretions which have dried on his person or surround- 
ing objects. 

Expulsion of Viruses 

Direct study of the expulsion of virus particles is a difficult 
proceeding, and, so far as we are aware, has not yet been 
attempted. If, however, as few virus particles are expelled as 
are streptococci by cases or by carriers of that organism, and 
particularly if they follow the same path after expulsion, the 
difficulty in visualizing direct mouth-to-mouth transfer is equally 
great. It may well be that, in view of the copious secretion 
from the nose in a cold and its tendency to increase in measles 
and influenza, there are many more virus particles available 
for expulsion, and that, besides being present in the nose, these 
particles occur in the anterior region of the mouth instead of 
being mainly confined to the tonsillar region, as appears to be 
the case with carriers of bacteria. For this reason the expulsion 
of easily recognizable organisms by normal subjects whose 
anterior mouth flora had been increased many times by taking 
up 5 ml. of a suspension of B. prodigiosus in saline (the whole 
of the growth on an agar slope after 24 hours’ incubation being 
employed) was studied in the same manner as with the carriers 
of streptococci. 

The results are given in Table III, from which it will be 
seen that the artificially infected mouth expels many more 


Taste III.—Average Number of Colonies per Person Isolated Before 
and After Instillation of B. prodigiosus Culture into the 


Mouth 
Talking Coughing | Blowing Sneezing 
Before | After | Before| After | Before| After | Before | After 
Position | prodig- | prodig- prodig-| prodig- | prodig- | prodig-| prodig-| prodig- 
. = iosus | iosus | iosus | iosus | iosus | iosus | iosus | iosus 
ulture 
Plate Total | Prodig-| Total | Prodig-| Total | Prodig- Total Prodig- 
Cols. | iosus | Cols. | iosus | Cols. | iosus | Cols. | iosus 
Only Only Only Only 
0° 14-2 114-0 1-1 1-0 1-3 14-3 400 
22-5° 18-3 2:1 44 1-6 16-3 400 1,080 
45° 3-8 16-4 11-8 16:6 8-0 42:3 | 1,424 | 2,096 
67-5° 2-0 4:1 19-6 113-5 | 29-0 | 250-0 | 1,920 | 1,200 
0-3 0-7 2:5 4-7 12:0 87-3 | 1,028 348 
Total 38-6 | 197-7 | 35-1 140-2 | 51-9 410-2 | 5,172 | 6,124 
Number of 


subjects — | 9 | 9 3 1 


would it be possible to infect the nasopharynx of another 
person on the same level and only 12 in. (30 cm.) away. This 
may possibly explain the failure of attempted transmission of 
influenza during the 1918 epidemic. It is possible, however, 
that in view of the increase in the number of available organ- 
isms, infected droplet nuclei may be commoner than in the 
bacterial infections. * 


Contamination of Person and Surroundings 

Whether patients with virus infections of the nasopharynx 
can contaminate their person and surrounding objects has not 
been determined experimentally, but mere observation of a 
person in the throes of an acute cold should convince even the 
most sceptical that the virus is distributed over most of his 
person and surroundings. There is probably less contamination 
in influenza, but the prodromal stage of measles may be equally 
severe. For this reason the following experiments were 
performed. 


Normal! subjects had: about | ml. of a suspension of B. prodigiosus 
instilled into their nostrils four times in the course of an hour and, 
by the application of soap or small quantities of sneeze-powder, the 
condition of the nose was made to resemble in some degree that of 
a person with a cold. The same subjects, but on different days, took 
cultures into their mouths (twice in the course of an hour) and on 
other occasions into both nose and mouth. While in this condition 
they wore a sterilized laboratory coat with pieces of sterile lint, 
1 in. (2.5 cm.) square, pinned on in various strategic situations. 
They then proceeded to carry on with their ordinary occupations 
around the laboratory. 

After an hour the patches were removed, placed into phials con- 
taining 5 ml. of broth, and, after shaking, 1/2 ml. of broth in each 
phial was spread over the surface of a well-dried agar plate. After 
incubation of the plates for 48 hours at 26° C. the number of 
B. prodigiosus colonies was determined. This figure was multiplied 
by ten to account for the dilution, giving the total population on 
1 sq. in. (6.45 sq. cm.). : 

Immediately after the removal of the lint squares the coat was taken 
into a room 8 ft. (244 cm.) by 7 ft. (213 cm.) and 9 ft. 6 in. (290 cm.) 
high in which seven agar plates were disposed—two on the floor, 
two on stools 2 ft. (60 cm.) high, two on the bench 2 ft. 6 in. (75 cm.) 
high, and one on the window-sill 3 ft. (90 cm.) from the floor. The 
coat was then shaken .twice with only moderate vigour. The room 
was now shut up and left for one hour. The plates were then 
covered, incubated for 48 hours, and the number of colonies of 
B. prodigiosus determined. For control purposes a similar series of 
plates were exposed for one hour before the experiment. The room 
was carefully washed and aired between each experiment. 


From Table IV, in which the results are given, it is obvious 
that when the nose contains many organisms, even for a short 
period of time, they have no difficulty in reaching and contam- 
inating the clothing of the subject during the ordinary activities 


TasLe IV.—Contamination of Laboratory Coats by Normal Subjects 
after Instillation of B. prodigiosus Culture into Naso- 
pharynx, and Extent of Contamination of the Air 
of a Small Room after Shaking the Coat 


Subject A Subject B 
B. prodigiosus instilled B. prodigiosus instilled 
into: into: 
Site Nose Mouth Only _Mouth Only 
Only d | a | b| 
No. of prodigiosus on No. of prodigiosus on 
1 sq. in. (6°45 sq. cm.) 1 sq. in. (6-45 sq. cm.) 
R. lapel 500 | 1,400} 30) 0/1,000/ 0 0 0}20 
L. lapel 0 20 |280)330| 0 0| 0 0 | 1,360; 0 | 0 | 40/20 
R. sleeve .. 210 0} 0} 20) 30 0} 30 0 O}10 
L. sleeve 40 0 10/550 0 10' 0} 30 0 
R. abdomen 0 80 0/340 20 70/20; 20 0;0;0; 0, 
L. abdomen 660 50} 0)180| 20; 230) 20 0 140; 0;0/ O 
Back 0 0; Oj 2 10; 370 0} 
Handkerchief | 10,2440; — — |—| — — — 
No. of prodigiosus collected on 7 Culture Plates 
exposed in Room for 1 hour After Shaking Coat: 


organisms than the normal, the majority of them being the 
indicator organisms. The contrast between such a person and 
the streptococcal carrier is very marked indeed. Nevertheless, 
the same general principles apply. The great majority fall 
downwards out of harm’s way, and, even with the larger num- 
bers of organisms available, only by the more violent methods 


of the day. When the organisms are only in the mouth there is 
rather less contamination. On the clothing being shaken in a 
small room there was detectable contamination of the air by 
the indicator organisms. The results varied somewhat with the 
subject, the clothing of subject A being more heavily contam- 
inated, while the air of a small room contained more organisms. 
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It must, however, be borne in mind that in these experiments 
the subjects were under observation for only one hour, that the 
organisms instilled into the nasopharynx very quickly disappear, 
and that the amount of nasal excretion was usually much less 
than that met with in acute infections. For these reasons the 
actual number of organisms detected is probably much smaller 
than the number of virus particles which might have been 
picked up had the individuals been clinically infected and a 
suitable technique been available for isolation of the virus. 


Mechanism of Transfer from Person to Person 

The experiments in the preceding sections show that if the 
number and location of virus particles in the nasopharynx of 
a patient in the acute phase of infection bear any resemblance 
to the number and location of the indicator organisms used in 
these experiments, the path they follow when travelling from 
donor to recipient is probably very similar to that followed 
by the bacteria under consideration in the first part of this 
paper, the indirect route by way of contamination of the person's 
clothing and surrounding objects probably being more impor- 
tant than direct mouth-to-mouth transmission. : 

Consideration, however, of the epidemiology of these infec- 
tions shows that the release into the atmosphere of the con- 
centrated output over several hours—an apparent prerequisite 
for the production of further cases of bacterial infection—is 
by no means necessary in the case of the viruses. For it is 
hardly necessary to do more than refer to the extremely rapid 
spread of colds and influenza following their introduction into 
islands and other isolated communities, while it would be pos- 
sible to quote several instances from Panum which demonstrate 
the exceedingly slight contact necessary for the dissemination 
of measles. It is probable that this is due to a much greater 
output of infectious particles by persons with acute virus in- 
fections, aided by the fact that the virus is present in the nose. 
For this reason, not only do the surroundings become very 
heavily contaminated but also the atmosphere in the neighbour- 
hood as well. 

There is-even a possibility that the person and clothing of 
others in the vicinity of the patient may become polluted either 
by droplets falling thereon direct from the patient or by virus 
particles released into the atmosphere after the buccal and 
nasal secretions on the person or bedding of the patient have 
dried. Such persons may become temporary “ carriers” in the 
sense that the virus is on their clothing and not in their throats. 
In this condition they may convey infection to others at a 
distance. There is some epidemiological evidence in support of 
this. 

While investigating an outbreak of influenza A in Alaska in 1935 
two passengers and a pilot left Fairbanks on April 8 by aeroplane 
for Kotzebue, where they stayed for several days. The former place 
had had influenza since Jan. 15, and the latter was in the throes 
at the time of their arrival. They then proceeded by plane to Point 
Barrow, arriving on April 15. The Eskimos there became infected, 
though none of the travellers was infected in any way (Pettit, Mudd, 
and Pepper, 1936). 

During the influenza epidemic in the Falkland Islands in 1935 the 
supply ship, S.S. Lafonia, left Port Stanley on Aug. 30, two members 
of its crew having been landed on Aug. 28 sick with influenza. 
“The hands themselves ail seemed fit except for slight colds.”” On 
Sept. 2 she touched at a port in West Falkland, where “ an epidemic 
of influenza broke out and spread to each place visited by the mail 
officer from the ship ” (Cheverton, 1937). 

Isolated communities such as Spitsbergen (Paul and Freese, 1933), 
Tristan da Cunha (Barrow, 1936), or the settlements in the Arctic 
north of Canada have very little respiratory infection so long as they 
remain isolated from civilization, but when contact with the outside 
world is re-established, usually by boat, the inhabitants suffer from 
severe colds. As a rule no information is given as to the state of 
the immigrants, although it may be assumed that they had had con- 
tact with colds some time previously. Hirsch (1883), however, 
mentions that they are usually free of infection at the time of 
arrival, and Heinbecker and Irvine-Jones (1928), describing an expedi- 
tion to Baffin Land, mention that “it was not necessary for any 
member of the expedition to have an acute respiratory infection for 
the malady to appear amongst the natives.” 

A third instance may be quoted from the Reverend K. Macauley 
(1764), who landed on St. Kilda in a spirit of scepticism that healthy 
people could carry colds, but to his immense surprise colds duly 
made their appearance amongst the islanders three days later. The 
same author mentions that some of His Majesty's soldiers landed 
on Hirta, “ and although the natives gave them no manner of assist- 


ance ” (which was not surprising, for it was the year of Culloden), 
“at the same time, it is certain . . . that the cold described above 
attacked them with immense fury.” 

In the case of measles somewhat similar evidence may be 
cited from Panum (1939). 

“ Three weeks before Whitsunday, the provincial surgeon was sum- 
moned to Kvalvig, where a severe epidemic of Krujm was prevailing, 
and he had to spend the night in the village. In the house in which 
the surgeon slept the measles broke out exactly 14 days after his 
arrival. No other occasion than his visit could be assigned for the 
outbreak of the disease, since no resident of Kvalvig had been in any 
suspected place, and particularly none of those who lived in the 
house that was first attacked, and since no other stranger from any 
affected or suspected places had been in the village. . . . To Midt- 
vaag, in Vaagg, the measles came, so people said, with the midwife, 
who had passed several days with the measles patients at Steegaard. 
The woman had had the disease herself in Denmark. In all the 
houses in which the midwife had been, they said, the measles 
appeared 14 days later; and a girl who washed the midwife’s 
clothes immediately after her arrival was the first who took the 
measles in Midtvaag.” 

Thus an aeroplane with three individuals on board, coming 
from an infected locality, and a mailman from a presumably 
infected ship, conveyed influenza ; the arrival of ships with no 
apparent infection and the landing of an uninfected clergyman 
and a party of uninfected soldiers were followed by outbreaks 
of common colds ; and the visit of a surgeon and a midwife, 
both free from infection themselves but from infected locali- 
ties, caused measles in other communities. It is arguable that 
the immigrants were carriers and infected the new community, 
not necessarily by direct mouth-to-mouth transmission of the 
virus but indirectly by way of their clothing. If carriers of 
viruses have no more particles available for distribution than 
have carriers of streptococci the transmission of virus may be 
very difficult to achieve without very close and intimate con- 
tact. For this reason the alternative suggestion is equally 
plausible—that the virus was present on the boat or amongst the 
belongings of the travellers owing to contact with previous cases, 
and that a sufficient number of particles were released when the 
clothes were shaken or luggage was unpacked in the new com- 
munity to cause infections amongst any susceptibles present. 
In this connexion the observation by Marshall, the surgeon of 
Shackleton’s expedition, that after the party had been completely 
isolated for many months and was free of infection an out- 
break of catarrh followed the opening of a new bale of blankets, 
is of some importance. 

Thus it would seem probable that the person-to-person trans- 
fer of virus particles may occur if violent methods of expulsion 
are employed, but that an indirect route in which the buccal 
and nasal secretions dry on the person and surrounding objects 
and reach the atmosphere by shaking, etc., is more probable. 
Whatever the mechanism may be, there can be little doubt 
that it is extraordinarily efficient and that, in contrast to the 
bacterial infections, minimal degrees of contact are all that 
are necessary. Indeed, the virus may be conveyed to others 
separated in time and space by considerable distances. 


Discussion 


It is not suggested that anything more than a working hypo- 
thesis has been put forward to account for the spread of the 
infections under consideration, and it is possible that as further 
evidence is obtained it may have to be modified or even aban- 
doned altogether. It would seem, however, that the methods 
by which both bacterial and virus infections are disseminated 
are essentially similar. 

The former evidently requires the slow building up of the 
carrier rate, and not until a sufficient number of carriers have 
been assembled can actual clinical infections appear. The virus 
infections, on the other hand, probably require the presence of 
individuals carrying virus in the latent form. The frequency 
with which such persons occur in the population is still a matter 
for speculation. When the external conditions are right (and 
what these conditions may be we do not know, though weather 
may play its part) the virus is mobilized, producing clinically 
recognizable infection. 

In the transfer of infection from person to person, it would 
seem that much the same mechanism is at work in both bac- 
terial and virus infections. Probably little infection is trans- 
ferred direct from mouth to mouth, the majority of secondary 
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infections being produced by bacteria or viruses which have 
followed a circuitous route. In the case of bacterial infections, 
possibly because very few infectious particles are expelled, this 
occurs only when the concentrated output over several hours 
can be suddenly released into the atmosphere. But in the virus 
infections, possibly because more infectious particles are present, 
such concentration is unnecessary and infection can be trans- 
ferred with extreme ease and as a result of only slight degrees 
of contact. 

In view of this the prevention of virus infections by ultra- 
violet light or aerosols may prove to be extremely difficult, 
whereas it may be much easier in the case of bacterial infections. 
This should be borne in mind before expensive installations 
are contemplated. 
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AMPHETAMINE AND CAFFEINE CITRATE IN 
ANOXAEMIA 


BY 


R. C. BROWNE, B.M., M.R.C.P. 
Late Squadron Leader, R.A.F.V.R. 


Binet and Strumza (1939a, 1939b) showed that the very large 
doses of amphetamine of 0.2-0.4 mg. per gramme of body 
weight delayed the onset of unconsciousness in anoxaemic 
guinea-pigs, and also that doses of a similar order revived 
dogs which were comatose from the same cause. In another 
series of experiments they found that, although caffeine citrate 
did not increase a dog’s resistance to anoxaemia, as measured 
by the time of onset of unconsciousness, both ephedrine and 
amphetamine did so, but excessive doses of the latter augmented 
the depression brought on by oxygen lack. In men, however, 
who were breathing an oxygen-nitrogen mixture which simu- 
lated climbing from an altitude of 10,000 ft. to about 24,000 ft. 
(3,000-7,300 m.) in 40 minutes, Knehr (1940) and others were 
unable to demonstrate any improvement in coding and calcu- 
lating after subcutaneous injections of 20 mg. of amphetamine. 
Early in the recent war it became necessary to investigate the 
actions of amphetamine (benzedrine: Menley and James) and 
caffeine upon anoxaemia, and a small-scale attempt was made, 
therefore, to link up a study of the objective performance of 
anoxaemic airmen with a survey of their symptoms in order to 
give a double assessment to the action of these two drugs. 


Method 


In the present investigation five pilots and one ground 
instructor (who soon afterwards became a pilot) were the 
subjects for the test on performance, and six pilots and two 
ground instructors for the experiment on the symptomatology. 
The nature and purpose of the tests were carefully explained 


to every man, and it was pointed out that it was no part of the 
investigation to make them ill, and that they were to mention 
anything untoward which they noticed. At the same time, 
however, care was taken not to suggest any of the possible 
symptoms of anoxaemia either by telling them what to notice 
or by direct question afterwards. 

The test used was to keep a Link, or instrument flying 
trainer, on an even keel and a set course for 45 minutes when 
it was going through the motions of an aircraft flying in bumpy 
air. This machine is the standard synthetic training device for 
teaching instrument or blind flying in the R.A.F., and it forms 
one of the nearest copies of real flying which can be numeri- 
cally scored. It is fitted with the same controls and dashboard 
instruments as a real aircraft, and can assume the positions of 
a machine which is climbing, diving, banking, or turning. 
Movements of the controls, moreover, cause corresponding 
changes in the attitude of the fuselage and in the readings of 
the blind-flying instruments. There is also a mechanism which 
makes the machine assume rapid changes in attitude like those 
of an aircraft which is flying in rough or bumpy air, and it was 
considered that the continuous correction of these deflections 
(which were constant in number and amplitude from test to 
test) provided a suitable task for an experiment of this kind. 
The errors in making these corrections were measured by three 
mechanical integrators (one for each dimension) which gave 
numerical readings upon three dials, and which were all driven 
by the same constant-speed electric motor. This mechanism 
automatically stopped every two minutes, and it took about a 
minute to note the readings and resei the dials to zero, so that 
repeated samples of the performance could therefore be 
obtained at three-minute intervals. 

The subjects were made anoxaemic by breathing, through a 
standard Service telephonist’s gas-mask (Fig. 1), an oxygen 


Fic. 1.—Subject wearing Service telephonist’s gas-mask. 
1, Expiratory valve. 2, Mica valve, closing on expiration. 
, Microphone. 


nitrogen mixture containing 11% of the former, which repre- 
sents an altitude of about 16,200 ft. (5,000 m.). Gas of this 
composition was fed from large cylinders through a reducing 
valve and flowmeter into a 10-litre breathing-bag which was 
slung from the side of the trainer (Fig. 2). A standard time 


Fic. 2.—Link trainer fuselage with breathing apparatus. 

Subject in telephonist’s gas-mask. 2, 10-litre self-collapsing 
Supply pipe from gas cylinders. 4, Flexible 
rubber hose to mask 


of five minutes was taken to change over from breathing air to 
this mixture. The mask was fitted with a microphone and 
connected to the breathing-bag by a piece of wide-bore corru- 
gated hose-pipe, and in its base was a light mica valve which 
shut on expiration, and which was fitted in such a position as to 
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reduce the dead space to a minimum, since this might have 
held a relatively high concentration of CO, and thus made the 
subjects resistant to oxygen lack. Breathing with this apparatus 
was comfortable, as the bag had a tendency to collapse, which 
eliminated any inspiratory negative pressure. Preliminary 
experiments showed that the pressure in the mask never fell 
below atmospheric, and that wearing it and breathing air had 
no effect on the performance of the test. There was complete 
two-way telephonic communication between observer and sub- 
ject, so that information was gained at once about any symp- 
toms which arose. In one set of tests amphetamine 15 mg. 
was given 34 hours before starting, and in the other caffeine 
citrate 10 gr. (0.65"g.) 14 hours before. In both cases the tests 
with the drug were compared with similar experiments when 
the subjects were given inert tablets. Since it was expected that 
there might be some improvement with practice it was decided 
that half the subjects should have the active preparations on the 
first of the two trials and the other half on the second, and the 
airmen were therefore allocated at random to one or other of 
these arrangements. 
Results 

(a) Objective Performance.—Table 1 shows the number of 
errors made by the group of six subjects, both with and with- 
out the drugs, in three time intervals of 15 minutes each. Since 
the integrators were read every three minutes each figure shown 
is therefore the mean of (3X6=18) observations. With 
amphetamine there is a small consistent improvement of 1.9 
errors in the first 15 minutes, of 0.4 in the second, and of 1.6 
in the third. The overall difference in favour of this substance 
is, however, only 1.7+1.63 errors, which may easily be a 


Taste I.—The Mean Number of Errors made by a Group of 6 
Anoxaemic Subjects with and without Amphetamine and 
Caffeine Citrate 


Time, Minutes: ! 0-15 16-30 31-45 
Control 24-0 25-6 26-4 
With amphetamine. 22-1 244 | 24-8 
Control Vers 21-9 | 26-2 27-4 
With caffeine .. - | 25-5 27:1 


chance finding. 10 gr. (0.65 g.) of caffeine citrate had no effect 
on performance, since in the first 15 minutes 1.6 more errors 
were made with the drug, but in the last 30 minutes 1.0 fewer. 
There is therefore no evidence, within the limits of this small 
objective experiment, that either amphetamine or caffeine 
citrate significantly affects the performance of anoxaemic men. 

(b) Symptomatology.—Table Il and Fig. 3 show the symp- 
toms in the order of frequency in which they were reported, 
both in the control tests and after the administration of the two 
drugs. Sleepiness is the commonest in the control series, with 
0.776 complaint per hour, being rather more than 24 times as 
common as the succeeding dyspnoea, with 0.302 complaint per 
hour. Various types of visual disturbance are next in order 
of frequency with 0.135 complaint per hour, and these include 
dim, misty, blurred, or yellow vision, which usually started at 


Taste Il.—The Effect of Amphetamine and Caffeine Citrate upon 
the Relative Frequency of the Symptoms of Anoxaemia 


| Number of Complaints per Hour of Exposure 


Symptom 

| Control Tablets | Amphetamine | Caffeine Citrate 
Sleepiness 0-7760 0:2670 | 0-5420 
Dyspnoea 0-3020 0-3140 | 0-7000 
Visual .. 0-1350 0-1800 0-2170 
Cold limbs 0-0897 0-0897 | 0-0000 
Annoyance 0-0448 0-0448 0-1090 
Headache me 0-0448 | 0-1800 0-0000 
Faintness ‘3 0-0448 0-0897 0-2170 
Volubility 0-0448 0-0448 0- 1090 
Subjective change in 0-0344 0-0448 | 0-1090 

ease of test 

i 0-0000 0- 1800 0-0000 


Euphoria 


the edge of the visual field. Next in order of frequency come 
complaints of cold limbs and manifestations of annoyance from 
those subjects who were naturally a little irascible—notably 
from a stocky fighter pilot who had been a nuisance to his 
superiors during his training and “a bad influence on the rest 
of the course,” but who, fighting with distinction in the Battle 


of Britain, was decorated with the D.F.C. Generalized head- 
ache, faintness, volubility, and a subjective feeling that the test 
was more or less easy to do were next noted in that order. 
Amphetamine 15 mg., given 34 hours before exposure to the 
anoxaemia, significantly reduced sleepiness by 0.509 +0.02 com- 
plaint per hour. This drug, however, seemed to increase head- 
ache by some 0.135+0.084 compiaint per hour. Notwithstand- 
ing the fact that chance cannot definitely be ruled out here, it 
is reasonable to expect this to happen, since both amphetamine 
and anoxaemia probably tend to increase the blood supply to 
the brain, thus doubly increasing the calibre of the cerebral 
vessels, upon the stretching of which there is some evidence 
(Cohen, 1939) that headache of this nature depends. A similar 
summation of action may explain the euphoria which was 
noticed only when amphetamine and anoxaemia coincided. 
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Fic. 3.—The effect of amphetamine and caffeine citrate upon the 
relative frequency of the symptoms of anoxaemia, 


Although caffeine citrate 10 gr. (0.65 g.) 14 hours before 
exposure to the anoxaemia produced an insignificant diminu- 
tion in the complaints of sleepiness, it caused a slight but 
consistent increase in all the other symptoms upon which it 
acted at all, producing the most notable increases in the number 
of complaints of dyspnoea and faintness. Many of the sub- 
jects, indeed, felt positively ill when they were made anoxaemic 
after taking this drug. Although, technically speaking, the 
differences caused by it upon the individual symptoms are not 
significant, it is difficult to avoid the conclusion that it made 
these airmen feel worse than if they had taken nothing at all— 
and this with a dose well within the normal therapeutic range. 
In this part of the experiment the subjects were made anoxaemic 
for a total of 23 hours with the control tablets, for 224 with 
amphetamine, and for 9 with caffeine. 


Discussion 

This smal! experiment once again emphasizes the difference 
between the objective and subjective actions of a drug, and the 
point is illustrated by the slight effect of amphetamine upon 
performance compared with its relatively large action in 
diminishing sleepiness, which was the commonest symptom of 
anoxaemia noted. It is a little surprising that there was not a 
more marked action upon performance, since it is reasonable 
to suppose that a diminution in sleepiness would also tend to 
lessen the number of errors in the test due to this cause. There 
is, however, an element of “ what is gained on the swings is lost 
on the roundabouts,” in that amphetamine may increase visual 
symptoms, headache, and euphoria. 

The balance of evidence in the case of caffeine, so far as this 
experiment goes, suggests that it should not be given to men 
who are likely to become anoxaemic, and vice versa, since it 
does not seem to improve their performance and, showing a 
small but consistent increase in a number of diverse symptoms, 
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makes some of them feel frankly ill. This naturally raises the 
question whether it is wise to give it to patients who are 
anoxaemic from clinical causes. 

To make them worth using under wartime operational condi- 
tions drugs like these must have a very obvious beneficial effect 
with as few drawbacks or as small a “cost” as possible—and 
especially when the man who takes them is in charge of a 
highly complicated piece of machinery such as an aircraft. 

It is worth noting here that the relative frequency of the 
symptoms of anoxaemia in this paper differs somewhat from 
that set out in two other recent descriptions (Armstrong, 1939 ; 
Matthews, 1945), and the three are compared in Table III. The 


Taste IIl.—A Comparison of Three Recent Descriptions of the 
Symptoms of Anoxaemia (given in Order of Frequency) for 
Approximately the Same Altitude 


Armstrong | Matthews Present Paper 
Headache Reduced night vision Sleepiness 
Altered respiration Fatigue Dyspnoea 
Psychologic impairment Headache Visual sympioms 
Euphoria Errors of judgment Cold limbs 
Sleepiness Indifferent mental condition Annoyance 
Lassitude Reduced capacity for physi- Headache 
Fatigue cal work Faininess 

Volubility 
Subjective change in 
job 


differences may perhaps be in part due to nomenclature rather 
than to fact, and some may be attributed to the different times 
spent at a particular level. There may also be less tendency for 
symptoms to be noticed in an aircraft, or indeed for them to 
occur, beceuse the external environment is more demanding 
than the internal and, in the case of sleepiness, there is more 
to keep a man awake in the air than there is in a laboratory 
set-up on the ground, where he is under close and safe 
observation. 
Summary 

The effects of amphetamine and caffeine citrate upon the perform- 
ance and symptoms of a small number of anoxaemic airmen have 
been investigated. Anoxaemia was produced by breathing an atmo- 
sphere of 11% oxygen and 89% nitrogen, equivalent to an altitude 
of 16,200 ft. (5,000 m.). Doses of 15 mg. amphetamine were given 
34 hours and 10 gr. (0.65 g.) caffeine citrate 14 hours before exposure 
to this. 

Keeping a standard instrument flying or a Link trainer straight 
and level on a set course for 45 minutes was the test used. A record 
of the performance was maintained by three mechanical integrators, 
and of the symptoms by an observer in continuous two-way telephonic 
communication with each subject. 

Amphetamine produced a consistently small but technically in- 
significant improvement in performance, and caffeine citrate was 
wholly without effect. 

Amphetamine reduced the incidence of sleepiness by nearly three 
times, but had no beneficial effect upon the other symptoms of 
anoxaemia. It may have increased headache and euphoria. Caffeine 
citrate may have slightly reduced sleepiness, but it seemed to 
accentuate all the other symptoms. 


This investigation was commissioned by the Flying Personnel 
Research Committee, and acknowledgments are due to Air Marshal 
Sir Harold Whittingham, K.C.B., K.B.E., late Director-General, 
R.A.F. Medical Service, for permission to publish this paper; to 
Prof. L. J. Witts for his advice and criticism; to Dr. Edwin Schuster 
for making the integrators; to the Medical Research Council for a 

— grant; and to Messrs. Menley and James for a supply of 

nzedrine. 
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All civilians repatriated to Scotland from former enemy-occupied 
territories are now entitled to free medical treatment for any disability 
whatever for a period of six months from the date of landing. In 
‘ a circular to local authorities, the Department of Health for Scotland 
states that treatment, which includes optical and dental attention, 
should be obtained wherever possible through the Emergency Hospital 
Service. After six months, repatriates will receive treatment only 
for illnesses or disabilities accepted by the Ministry of Pensions as 
attributable to war operations over-seas or to the effects of internment. 
Similar arrangements have been made for England and Wales. 


THOMAS AND HIS SPLINT* 


BY 
T. P. McMURRAY, M.Ch., F.R.C.S.Ed. 


The war has brought once more to the noticé of the surgical 
world the great advantage which can be obtained from the 
Thomas splint ; its application is easily understood, and the full 
benefits of the splint follow on adherence to the advice of its 
designer. Hugh Owen Thomas, who devised the splint, was the 
descendant of a long line of farmers from Anglesey, in North 
Wales, where the family were very well known—not so much 
for their ability in farming as for their secondary and more 
spectacular occupation of bone-setting. This knowledge, or 
ability, or knack was apparently taught to every member of 
the family, the female members being equally active in the 
work with their brothers. Sixty or seventy years ago it would 
have been thought that a fracture or dislocation occurring in 
North Wales had been neglected unless one of the Thomases 
had been. called in and had taken complete charge. This 
peculiar condition of affairs apparently caused no ill feeling 
among the local doctors, who seem to have become reconciled 
to it. Modern developments and improvements in medical 
training have gradually led to a virtual disappearance of these 
unqualified practitioners, although there is even to this day an 
elderly Miss Thomas who carries on the family tradition to a 
very restricted degree. 

It is difficult, under modern conditions, to realize the power 
and influence which the bone-setter wielded at this time; he 
usually had a large following among the general public, who 
considered that the skill of the members of the medical pro- 
fession was, in this branch of surgery, vastly inferior to that 
possessed by those who were supposed to have some mysterious 
gift for setting fractures and reducing dislocations. The public 
were encouraged in this belief not only by the claims of the 
bone-setter but in many instances by the teachings and writings 
of leaders of the surgical world. As an instance, Sir James 
Paget in his Clinical Lectures and Essays, published in 1867, 
described the skill and success of a particular bone-setter, and 
stated that by following the practice of the bone-setter, as 
outlined in the Essays, results could be obtained which were 
in every way superior to those which followed generally 
accepted surgical methods. This praise of the unqualified 
practitioner was a common feature of the surgical literature of 
the time, and Sir Benjamin Brodie, in his monograph Bone- 
setters and Bone-setting, praised the results obtained in joint 
disease by the manipulative practice of many of the group. 


Evan Thomas 


One of the Thomas family—Evan—decided, at the age of 19, 
to leave the Anglesey district and seek a wider field for the 
practice of his art in Liverpool. He hoped that on his arrival 
he would be able to start his work, but he soon found that the 
family reputation had not spread so far, and in order to make 
a living he went to work in one of the local foundries. His 
work here lasted only three or four years, and ceased because 
his increasing reputation in the treatment of the injuries of his 
fellow-workers enabled him to leave the foundry and devote 
his whole time to the art which he had learned as a boy. His 
reputation grew rapidly ; patients came to him from every class 
of society ; and in the midst of this activity he looked forward 
to the day when one or more of his sons would join him in 
his practice. He realized the disadvantages under which he 
worked without a medical training or qualifications, and deter- 
mined that his five sons should not suffer similar handicaps. 
His eldest son, Hugh Owen, at the age of 21 became a medical 
student in Edinburgh, where he came under the instruction of 
Syme and Goodsir ; later he was a student at University College, 
from which school he finally obtained his qualification in 1857. 
During his schooldays and later during the university holidays 
he helped in his father’s practice—in fact, on one occasion 
during the father’s illness he took control for a short period. 
Such were the conditions under which the boy grew up, not 
only seeing and learning his father’s work but coming into 
contact also with the results obtained by the local surgeons and 
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by many famous bone-setters of the day. It was natural to 
expect that during his medical training he would be brought 
to realize the superiority of the work of the trained surgeon 
over that of the unqualified and often ignorant bone-setters ; 
but, unfortunately, the teaching given him on this particular 
subject by Syme, Spencer, Simpson, and Goodsir at Edinburgh 
University was no improvement on what he had learnt in his 
father’s practice. 

During his course at Edinburgh nothing impressed H. O. 
Thomas so deeply as the frequency with which amputation was 
the final stage in the treatment of inflammation and disease of 
joints. As a boy he had seen many similar patients treated 
conservatively, and apparently successfully, yet here in 
Edinburgh—the Home of Surgery—amputation seemed to be 
the invariable rule. Already the conviction was growing in his 
mind that such wholesale amputations could be avoided if 
conservative treatment were started early and carrieq out 
intelligently. 


Hugh Owen Thomas in Practice 


Following his qualification Thomas returned to Liverpool to 
help in his father’s practice, and recognized that here he was 
seeing a more successful application of principles than he had 
seen while at the medical school. Unlike the curriculum for 
the training of a surgeon, there was no line of instruction for 
the bone-setter ; each acted according to his belief, or because 
on occasion relief had been gained by some application or 
alteration of position of an injured or diseased joint. Many of 
the bone-setters were simply manipulators ; some used massage 
alone ; while others believed in the efficacy of various forms of 
poultices. Evan Thomas was essentially conservative in out- 
look and never attempted to produce movements by means of 
forced manipulation. Sprained and painful joints were treated 
by comparative rest; this was obtained by covering the joint 
with successive layers of pitch plaster, which, fusing together, 
assumed the rigidity of cardboard. Pulleys and traction were 
freely used in the treatment of fractures, and when length and 
symmetry had been restored to the broken limb the position 
was maintained by well-padded splints. He taught his son 
that the ideal to be aimed at was restoration of alignment, and 
that without such perfect correction the result must be classified 
as failure. Father and son worked well together for a short 
time, but soon the young man began to make suggestions, and 
when these were repeated and elaborated the end of the partner- 
ship had to come. 

After a rather heated parting with his father, Hugh started 
in practice in a neighbouring street and soon gained a following 
largely among those who had formerly been treated by Evan 
Thomas. Hugh was always a general practitioner, being the 
doctor to several of the clubs and tontines along the docks. 
At no period of his life was he attached in any way to a 
hospital ; all his practice and experience came to him as a club 
doctor, but his power of observation compensated for the 
absence of hospital experience. Within three years of starting 


’ practice he had built for himself a workshop fitted with the 


most modern tools and jigs, and here he spent most of his 
evening hours working, planning, correcting, and eventually 
perfecting his various splints. Just as in the case of the father 
so in that of the son, the success of his treatment led to constant 
additions to his work. Because of the inability of many of his 
patients to pay even the smallest fees he instituted a Free Sunday 
Clinic, which continued uninterrupted until the beginning of 
the war of 1914-18. As one would expect, he was not 
accepted by the surgeons of Liverpool ; hard words were spoken 
on both sides, and only one—the late Rushton Parker—could 
see any good in his treatment or could refrain from criticism 
of his methods. 


The Thomas Splint 


So much for the man ; and now I find myself faced with the 
rather difficult problem of describing his splint. Strictly speak- 
ing, there is no such apparatus as the Thomas splint ; Thomas 
perfected at least 10 splints which are still widely used, but the 
one which is usually known as the Thomas splint was described 
by him as the bed knee-splint. The title indicates quite clearly 
the use or uses for which it was devised. The splint is extremely 
simple in its construction, being fashioned from one of three 
sizes of best round bar iron, iron being preferable to steel 


because of its greater rigidity. The main portion of the splint 
is formed by two straight lateral bars which are joined above 
to an ovoid ring of the same metal approximating inferiorly 
where they meet in a W-shaped junction. The two lateral bars 
exactly bisect the ovoid ring, the curve on each side of the 
lateral bars being equal. The angle between the inner lateral 
bar and the ring during construction should be 120° when 
looked at from either the front or the back (Fig. 1). When 
the metal framework of the 

splint has been correctly con- 

structed the padding and 
leather covering are applied ; 

the padding consists of thin 

strips of felting which are 

stretched tightly round the 

upper ring, the amount of A 
padding depending roughly 

on the age and development 

of the patient. The highest 

portion of the ring requires 

very little padding, a covering 

of leather usually being suffi- ‘ 

cient, but at the bearing points ‘ 

the felting is wound firmly 

round the groin bars, and 

tapers off on each side. The 

amount of padding used de- 

pends roughly on the size of 

the patient; but there is one 

important proviso—in a very 

fat patient it is not necessary . 

to increase the padding greatly, 
as a very bulky mass would jing metal skeleton of splints. 
tend to retain moisture and so 

produce pressure sores. The length of the splint should be 
such that when applied to the patient the W-shaped end should 
extend at least 6 in. (15 cm.) beyond the foot. - 

The introduction of the splint to the surgical world came at 
an extremely opportune moment; at this period, both in this 
country and in America, the belief in the inherent evils of 
immobilization of inflamed or injured joints was widespread. 
The teaching of the surgical schools was almost unanimous in 
affirming that the great cause of ankylosis was immobilization. 
Thus, in Couper’s Dictionary of Surgery it is stated: “One 
thing almost essential to the production of ankylosis is the 
joint being kept motionless, and if persisted in will of itself 
bring on the changes which produce true or false ankylosis.” 
Again and again in the surgical literature of the time are these 
pronouncements given on the evils of rest and the benefits of 
frequent passive movements in the treatment of arthritis. The 
error of such teaching would seem to be obvious ; the surgeons 
of the day had not the means of differentiating the various types 
of chronic arthritis, and, finding that passive movement was of 
advantage in some, they stressed their faith in it as a panacea 
for every type. . 

The simplicity of construction of the Thomas splint might 
tend to give the impression that here was an apparatus which 
had been rapidly designed, but, in fact, the exact opposite is 
true. At least six forms of splint were designed by Thomas 
before he evolved the final and simple bed knee-splint. I have 
seen many of these attempts, and it is interesting to realize that 
almost all the improvements and alterations to the splint which 
have since been devised were tried by Thomas and discarded 
on account of some mechanical defect. In the first description 
of the splint Thomas wrote that he had tested and tried it for 
ten years before bringing it to the notice of the profession—a 
test which is unfortunately not always followed by the sponsors 
of surgical procedures of the present time. 

The Fracture Carriage.—The fracture carriage (Fig. 2) is one 
of the stages in the development of the bed knee-splint ; many 
of the final parts of the finished splint are incorporated in this 
apparatus, but those that proved faulty were quickly discarded. 
In this fracture carriage the two straight lateral bars pass 
through a split in the anterior portion of the groin ring and 
are threaded along the bars until they come to a notch on its 
outer and inner margins. From there they pass directly down 
to be clamped to a transverse bar beyond the patient's foot. 
Alterations in the size of the ring were provided for either by 
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altering the sites of attachment of the lateral bars or by open- 
ing or closing the groin ring, which was made with a male and 
female portion similar to the conjurer’s ring. As an addition 
there is the foot-piece, which maintains its position by pressure 
of its two lateral transverse 
portions on the side bars. The 
method of extension, or rather 
of fixation, is the same as in 
the bed knee-splint, the theory 
of complete and prolonged 
immobilization being the basic 
principle of treatment in both. 
Other stages of the splint on 
the way to the final design 
include a hinged groin ring, 
movable in all directions, and 
curving of the lateral bars, 
each of which was rapidly 
discarded. 


Application of the Splint 


The Thomas splint is easily 
applied, and owing to its sim- 
plicity of design there is little 
which can get out of order or 
cause anxiety in the course of 
treatment. The first essential 
in the use of the splint is the 
correct fitting ; if employed in 
large numbers a graded series 
of splints of sizes differing by 
1 in. (2.5 cm.) should be kept 
in stock. If such a large stock 
is not maintained the patient 
should be measured, and an 
accurately fitting splint ap- 
plied (Figs. 3 and 3a). It 
would be unreasonable to 
blame the splint for troubles 
which might develop unless 
these details are remembered 
(Fig. 4). In measuring the 
patient the circumference of 
the thigh is taken just below 
the gluteal fold; to this 
measurement 14 in. (3.8 cm.) 
is added to allow for the 
obliquity of the ring and the 
thickness of the felting. The length is measured from the groin 
to a point at least 6 in. (15 cm.) beyond the foot with the knee 
fully extended. 

When the correct size of ring is obtained it is threaded over 
the foot, leg, and thigh until it comes to rest in the area of 
normal weight-bearing in the ischial region. In this position 
the padded inner posterior portion of the groin ring is placed 
directly under the ischial tuberosity, and cannot slide from this 
area owing to the snug fit of the outer portion of the ring 
against the upper and outer portions of the thigh. 

In action the splint obtains its results by complete immobi- 
lization of the injured or inflamed tissues. In Thomas’s hands 
and in those of many of his successors the fixation was obtained 
by the use of adhesive strapping applied directly to the skin of 
the leg and thigh. If the correct type of strapping is used there 
is no irritation of the skin, and the strapping will remain firmly 
adherent for at least two or three months. The fixation of 
the extensions to the end of the splint is effective only when 
the ring is firmly placed on the ischial tuberosity, at which 
point this counter-pressure need not produce undue pressure or 
skin injury so long as simple rules of nursing are carefully 
followed. 

The routine is not difficult ; the skin under the ring is moved 
and rubbed gently with methylated spirit and then dusted with 
some non-irritating powder. This routine, which at first must 
be followed every two hours, is sufficient to prevent the 
formation of pressure sores, and the occurrence of this com- 
plication must be looked upon as a grave nursing error. 


Fic. 2.—The fracture carriage. 


With the splint applied in this way the whole thigh and 
leg are supported on a posterior metal splint which is slung 
from the lateral bars. These slings are putled tight until at 
least two-thirds of the thigh lies in front 
of the side bars of the splint, thus retain- 
ing the normal anterior curve of the 
femur (Fig. 5). A pad-of wool is placed 
behind the knee to keep the joint in slight 
flexion and, by varying the position of 
the straps round the lateral bars, internal 
or external rotation of the limb in the 
splint can be prevented. 


THOMAS'S 
KNEE 
SPLINT 


__ ADHESIVE 
PLASTER 
EXTENSIONS 


Fic. 3 Fic. 3a 


Fic. 3.—Thomas splint in correct position before applying the 
posterior and side splints. 

Fic. 3a.—Essential requirements for the treatment of fractured 
femur ‘by Thomas’s method. 


Fic. 4.—Incorrectly applied splint. Most of limb below level 
of splint bars; extension tapes loose; no support for back of leg 
and thigh. Hyperextension of knee; leg externally rotated. 
Ring of bed knee-splint half-way down thigh. 


Fic. 5.—Correctly applied Thomas splint with lateral and 
posterior metal splints, the bandaging being left off to show the 
correct application. 


The Thomas Splint in War 


Four years after Thomas first described the bed knee- 
splint and its uses the Franco-Prussian War of 1870 broke out. 
Thomas wished to give his splint to the French for use in their 
hospitals, and was able to get one into the hands of the chief 
of the Medical Services in Paris. He was thanked politely for 
his offer, but it was regretted that the splint would not be of 
any practical value. 

At the beginning of the 1914-18 war the use of the Thomas 
splint was confined almost exclusively to the Liverpool area, 
and its advantages had not been realized by the Army Medical 
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Services. After two years of war, when the death rate from 
gunshot wounds of the femur had been found to be in the 
neighbourhood of 80%, the splint was whole-heartedly adopted, 
largely owing to the enthusiasm of Robert Jones. Demon-,. 
strations were given to medical officers and orderlies, and as 
a result of its universal adoption the death rate from compound 
fractures of the femur was reduced to 23%. 

In the years between the wars instructions in the use and 
application of the Thomas splint were included in the manual 
of the Royal Army Medical Corps, teams for the immediate 
application of the splint were formed, and it was generally con- 
sidered that this bugbear of war surgery had been overcome. 

In the recent war the Thomas splint 
was again used in most cases of frac- 
ture of the femur, but unfortunately 
its full advantages were not always ob- 
tained. In the R.A.M.C. the Thomas 
splint was supplied in only three sizes 
of ring, so that a correct fitting, as 
described by Thomas, was as a rule 
an impossibility. : 

In his original description of the 
splint Thomas stated that if, in an 
emergency, a splint of the proper size 
could not be supplied a splint with a 
much larger ring could be used as a 
temporary measure until a suitable 
splint could be obtained (Fig. 6). In 
order to keep the ring of such a splint 
in apposition to the ischial region a 
large pad of wool or felt was placed 
between the great trochanter and the 
outer border of the ring; but such 
an arrangement must be only tempor- 
ary, and must not be considered as 
permanently efficient or satisfactory. 

With only three sizes of ring the 
splints in the Army hospitals were, as 
a rule, temporary makeshifts which 
could not give the complete fixation. 
which was essential in the treatment. In the other great 
branch of wartime medical service, the E.M.S. hospitals, the 
condition in regard to Thomas splints was equally unsatis- 
factory. The rings of the splints were badly designed, the 
groin rings were not fashioned on the Thomas pattern, two 
curves meeting at a sharp angle in each half of the groin ring ; 
the padding was poor; and after prolonged use the metal of 
the ring was found to be pressing almost directly on the skin 
of the ischial area. The Thomas splint is such an outstanding 
contribution to the treatment of injuries and diseases of the 
lower limb that the specification of Thomas should be closely 
followed. 


Fic. 6.—Shows use of 
the Thomas splint with 
too large a ring: used 
only in an emergen 
and for a short period. 


THE IMPORTANCE OF AUTOREGULATION 
IN NITROGEN METABOLISM 


BY 
S. M. LEITIS, M.D. 


Until recently it was believed that the regulation of metabolism 
was effected by factors outside the process; the regulating 
factors were believed to be nerve impulses and hormones. The 
work of the American physiologist Soskin and of Soviet 
investigators showed that the products of metabolism play an 
important part. They regulate metabolic processes and act 
directly on them, and at the same time they influence the 
nervous system and the internal secretory glands. This effect 
we call autoregulation. Here are two examples to illustrate 
the point. 

(a) When 50 to 100 g. of glucose are administered to an animal 
or a human being, within 30 to 40 minutes the sugar level in the 
blood rises 50-60%, above its initial value; if the same quantity of 
glucose is then administered for a second time the level of sugar in 
the blood is raised little or not at all. It appears that the increased 
concentration of sugar caused by the first injection facilitates the 


formation of glycogen in the liver. When the second injection is 
given, therefore, it is retained almost entirely in the liver. The 
regulation is affected by the sugar in accordance with the concentra- 
tion obtained. 

(b) The injection of fat is accompanied by an increased concentra- 
tion of the fat and the metabolic product—ketone bodies—in the 
blood. This is usually the case when the fat concentration and the 
ketone bodies in the blood are at the normal level. If the initial 
level of the fat and ketone bodies is above normal the introduction 
of further fat not only does not increase the existing concentration 
but, on the contrary, reduces it to the normal Jevel. An increased 
concentration of fats and ketone bodies increases their retention and 
consumption in the tissues. It therefore follows that fats and the 
products of their metabolism are factors that regulate the metabolism. 


The Mechanism of Autoregulation 


Research carried out for several years has enabled us to 
study the laws governing the autoregulation of nitrogen protein 
metabolism and to show its importance for therapeutic pur- 
poses. We observed two basic phenomena. First, when pro- 
teins are introduced into the stomach or when the products of 
nitrogen metabolism are introduced internally (uric acid, urea) 
the amount of nitrogen metabolites—the so-called nitrogen 
content—in the blood increases. When the nitrogen content of 
the blood is at its greatest (hyperazotaemia) there will be no 
further increase if the same substance is again administered, 
but, on the contrary, there will be a decrease. Secondly, when 
the initial state is one in which there is a high nitrogen content 
of the blood (as in certain pathological conditions) the intro- 
duction of protein or the products of its metabolism again 
causes a decrease and not an increase of the nitrogen content. 
These facts show that a degree of concentration of the nitrogen 
metabolites in the blood determines and regulates the direction 
taken by azotaemia. 

Further investigations showed that the introduction of a 
normal quantity of protein and its products led to increased 
splitting of protein in the tissues (proteolysis); this increases 
the nitrogen content of the blood. If there is increased proteo- 
lysis of the tissues (e.g., in cases of starvation, phosphorus 
poisoning, fever) the use of proteins decreases the proteolysis. 
This is why the introduction of protein and its metabolites 
reduces the nitrogen content in the blood. It is important to 
note that of the two groups which make up the nitrogen content 
—urea and non-urea—the urea checks an increase of nitrogen 
content. 


Application in Kidney and Liver Disease 


Kidney diseases (nephritis) are often complicated by uraemia, 
which results from a poisoning of the organism by the products 
of the non-urea component of nitrogen metabolism: the urea 
is not toxic. If, as I have said, the increase in the quantity 
of urea in the blood prevents an increase in the nitrogen con- 
tent, then, first, the greater amount of urea present in the blood 
in cases of nephritis may be regarded as an adaptation pre- 
venting an increase in the toxic products of nitrogen metabolism, 
and, secondly, it is possible to introduce urea in cases of 
nephritis to reduce uraemia poisoning. Our experiments on 
rabbits artificially infected with nephritis and on rabbits with 
the kidneys removed show that the introduction of urea reduces 
the poisoning and lengthens the lives of the sick animals. The 
investigations of Dr. Brook, of Kharkov, showed that the use 
of urea had a good effect in the treatment of nephritis. In some 
liver complaints there is an increase in the nitrogen metabolism 
in the blood. It was formerly regarded as dangerous to give 
patients suffering from liver complaints foods containing large 
quantities of protein. Now that we know the mechanism of 
autoregulation we may assume that the protein is more likely 
to be beneficial to these patients. Prof. Pevsner, of the Clinic 
of Dietetics, has been successful in the use of protein diets 
in liver complaints. In treating cases of tuberculosis, when 
there is an intensive disintegration of protein in the organism, 
the use of large quantities of protein in the food decreases 
this disintegration and reduces the nitrogen content of the 
blood. 

It has been shown that one of the ways of effecting auto- 
regulation in nitrogen metabolism is the direct influence of the 
nitrogen metabolites on proteolysis in the tissue. The other 
way is the effect of nitrogen metabolites on glands of internal 


864 June 1, 1946 


876 June 8, 1946 


LETTERS, NOTES, AND ANSWERS. —— 


AGRANULOCYTOSIS DUE TO NOVALDIN 


Baritisn 
MEDICAL JOURNAL 


secretion (hypophysis), in particular on the hormones concerned 
in protein metabolism. Both of these are very weak in animals 
that have had the hypophysis removed. When such animals 
have increased nitrogen content in the blood the introduction 
of protein or nitrogen metabolites causes a further increase ; 
the same effect is seen when further doses of these substances 
are administered. On the other hand, healthy people and 
animals excrete the hormones of protein metabolism of the 
hypophysis in their urine. 


Conclusion 


In the light of the foregoing data the mechanism of auto- 
regulation is apparently the following: when there is an 
increased quantity of nitrogen metabolites in the blood there 
is a reduction in the disintegration of protein in the tissues. As 
a result of the surplus production of the hormones of protein 
metabolism of the hypophysis, synthetic processes become 
active in the nitrogen metabolism. All this leads to a reduc- 
tion of the increased concentration of nitrogen metabolites in 
the blood and to the reduction of the azotaemia to normal. 

The establishment of this new law shows the way for a new 
method of dietetics and for the functional diagnosis of diseases 
in which protein metabolism is disturbed. 


AGRANULOCYTOSIS DUE TO NOVALDIN 
(NOVALGIN) 


BY 


W. HARDING KNEEDLER, M.D. 


Associate in Medicine, Jefferson Medical College, 
Philadelphia, U.S.A. 


Among the drugs responsible for agranulocytosis, novalgin— 
or novaldin, with which it is identical—has received compara- 
tively little notice. This drug is essentially sulphonated amino- 
pyrine, the sulphonation serving merely to increase solubility 
but not changing the chemical structure in any important 
respect. Therefore the two drugs would appear to be equally 
dangerous. The similarity of action is confirmed by a report 
(Benjamin and Biederman, 1936) of a test dose of novaldin 
having been given to a patient known to react to aminopyrine 
with agranulocytosis. There was a mild haematologic and 
symptomatic response of this nature when novaldin was 
administered. 

Novalgin was originated in Germany, and has been sold 
under this name by the Bayer company and its subsidiaries, 
except in the U.S.A., where it is produced under the name 
“ novaldin” by the Winthrop Chemical Co. The drug has in 
the past been sold without warning of its true nature or poten- 
tial danger. I have repeatedly seen it advertised to the general 
public in newspapers in the Far East without caution regarding 
its use. At the present time the drug is sold with adequate 
warning in the U.S.A. 

Agranulocytosis due to novalgin (Das Gupta, 1936 ; Donnison, 
1936) and novaldin (Blake ef al., 1935; Klumpp, 1937; Molo- 
ney and Vidoli, 1943) has been reported in the literature five 
times. All of these cases have been fatal. The case recorded 
herewith is the first non-fatal one; and, I believe, the first 
reported instance of agranulocytosis in a haemophiliac. 

The treatment of agranulocytosis by penicillin has been re- 
ported by various authors (Tyson er al., 1946; Boland et al., 
1946), and has doubtless been used more extensively for this 
condition than the number of reports indicates. Although its 
rationale is evident, since death in agranulocytosis is commonly 
the result of overwhelming sepsis, it nevertheless seems worth 
while to call attention to it as a valuable therapeutic procedure. 


Case Report 


Mr. W., a true haemophiliac, aged 52, suffered from frequent 
severe pain due to haemorrhages into various joints. Since this pain 
was not satisfactorily controlled by other drugs, limited use of 
novaldin was allowed. During a period of six months he took a 


total of 30 tablets of 5 gr. (0.32 g.) each, seven tablets being taken in 
the two weeks before onset of acute symptoms; none of the drug 
was given after fever developed. Several days before onset of fever 
he complained of a general feeling of malaise, -which he found 
hard to analyse. On Feb. 26, 1945, he developed a fever of 102° F. 
(38.9° C.), with no other definite symptoms. On Feb. 27 the tempera- 
ture rose to 103.2° F. (39.55° C.). White blood cells numbered 7,800 
(neutrophil polymorphonuclears 5%, lymphocytes 82%, “monocytes 
13%). On Feb. 28 the temperature varied between 99.4° F. (37.4° C.) 
and 103.4° F. (39.7° C.). Blood count showed: Hb, 13.5 g. (81%); 
R.B.C., 4,190,000; W.B.C., 6,700 (neutrophil polymorphonuclears 
0.5%, eosinophils 1.5%, normal lymphocytes 48%, large lymphocytes 
10%, normal monocytes 35.5%, promonocytes 2.5%, blasts 0.5%, 
plasma cells 1.5%). There was some redness of the inner part of the 
left eyelid, extending for two inches (5 cm.) down the face. On March 1 
the blood showed W.B.C. 5,400 (neutrophil polymorphonuclears 
5%—I1 segmenter and 4 stabs—eosinophils 1%, normal lympho- 
cytes 48%, large monocytes 37%). The patient was sent to hospital, 
and treatment was started with intramuscular injections of 10 ml. of 
pentose nucleotide every 6 hours and 10,000 units of penicillin every 3 
hours. Because of a possibly allergic reaction to one of the pentose 
nucleotide injections, this was changed to 5 ml. every 3 hours. These 
two drugs were continued for 48 hours and then stopped because they 
were no longer necessary. On the day of admission the temperature 
ranged between 99.4° F, (37.4° C.) and 101° F. (38.3° C.). Next day 


(March 2) the highest temperature was 100.6° F. (38.1° C.). There 


was no fever thereafter. On March 2 the white cells numbered 
8,100 (with neutrophil polymorphonuclears 31%—2 segmenters and 
29 stabs—eosinophils 3%, lymphocytes 40%, monocytes 26%). On 
March 3 the white cells had risen.to 13,300, with neutrophil poly- 
morphonuclears 55%—9 segmenters and 46 stabs—eosinophils 1%, 
lymphocytes 23%, and monocytes 21%. There was some soreness 
deep in the left throat on March 2, persisting for two days. It was 
not severe. Nothing was visible. No ulcerations were seen in the 
mouth or elsewhere. The redness of the eyelid and face began to 
subside promptly after penicillin was begun. On March 4 the white 
cell count was 17,000, with 56% neutrophil polymorphonuclears 
(22 segmenters, 27 stabs), eosinophils 2%, lymphocytes 26%, and 
monocytes 16%. On March 8 the patient felt well. The white count 
was 10,000, with 66% neutrophil polymorphonuclears (29 segmenters, 
37 stabs), eosinophils 3%, lymphocytes 27%, and monocytes 4%. 
The patient remained in good condition after this. 


Comment 


The eosinophils were explained by the presence of bronchial 
asthma. It is usual to have leucocytosis after recovery from 
agranulocytosis. A high monocyte count, if it persists, is usually 
considered a favourable sign, though not necessarily so (Rezni- 
koff, 1938). There is, however, disagreement about this (Jackson, 
1943). The total white count was never very low in this case, 
and except for the fever there were few symptoms, indicating 
that this case was a mild one. Penicillin, preferably in larger 
dosage than used in this case, offers a logical approach to the 
low resistance against infection always present in agranulo- 
cytosis. 
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STORAGE OF PENICILLIN 


The Ministry of Supply states that the penicillin now produced in 
the United Kingdom is usually of such potency and of such other 
characteristics that it can be stored satisfactorily for 12 months under 
cool dry conditions at a temperature not exceeding 15° C. (60° F.). 
A dry cellar is suitable for this purpose. If readily available, 
refrigerated storage should still be generally used. Anhydrous 
preparations, such as lozenges and ointments made with a greasy 
base, may be stored in a similar manner, and patients should be 
advised accordingly. Refrigerated storage is necessary for aqueous 
preparations such as creams. Patients should be advised to keep 
penicillin creams in a cool place, under which conditions they 
may be regarded as effective for one week. Solutions for injection 
should be used within 48 hours of preparation, and while awaiting 
use should be stored at a temperature not exceeding 4° C. (40° F.). 


In Cecil’s Textbook of Maticine, 6th ed., p. 994, 
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A NOTE ON EXTERNAL OTITIS 


G. A. JAMIESON, M.B., B.S. 
Wing Commander, R.A.F.V.R. 


External otitis has received no little prominence in contemporary 


‘otological literature, largely by reason of-the disability occa- 


sioned in the Services through this relatively trivial but often 
intractable complaint. Much of this literature has been devoted 
to external otitis in hot climates (Daggett, 1942; Gill, 1942; 
Senturia, 1944 ; Basil-Jones, 1945 ; Coghlan, 1945), where, prob- 
ably owing to the prevalence of the desquamative type described 
by Daggett (1942) and Morley, the ever-present fungus spores 
preparing the soil for the growth of bacteria in the macerated 
surface epithelium as described by Gill (1942) and Senturia 
(1944) in America, and the intolerance of the eczematous sub- 
ject to heat, the incidence has been high—according to Daggett 
(1942) 48% of all ear cases. 

It may therefore be of interest, by contrast, to review the 
exact frequency of external otitis as seen in an E.M.S. hospital 
over a period of three years in a population of some 70,000 
of the three Services in this country—a population that has 
little changed in total numbers, though, of course, there have 
been frequent changes in the units that make up the whole. 

During the period under review 8,431 new E.N.T. out-patients 
have been seen, and of these 787 (9.3%) have attended for 
external otitis. A total of 2,382 E.N.T. cases of all sorts were 
admitted as in-patients—194 (8.1%) of these with a diagnosis 
of external otitis. Where there has been a coexistent C.S.0.M. 
the case has been indexed as such, and these figures relate only 
to an external otitis in a meatus with an intact tympanic 
membrane. 

Of the in-patients, 97 R.A.F. cases averaged 16.37 days in 
hospital under treatment, and 85 Army cases 16.4 days; so 
that this figure can be taken as a fairly accurate estimate of 
the time required to clear up an external otitis with in-patient 
treatment as carried out in the E.N.T. department of the hos- 
pital. These figures compare unfavourably with those of Daggett 
(1942)}—63% in 4 days ; Birrell (1945)—2 to 14 days ; Johnston 
(1944)—7 to 10 days, using zinc peroxide ; and Senturia (1944)— 
1 to 7 days for acute ears treated by sulphonamide insufflation 
technique. Senturia, however, states that of 12 chronic eczema- 


tous ears 11 required over 7 days of treatment. 


As this E.M.S. hospital provided the only E.N.T. facilities 
for Service personnel in the districts occupied by some 30,000 
R.A.F. and 35,000 Army troops, practically all cases of external 
otitis from this Service population requiring in-patient treatment 
would be included in these figures, and a reasonably exact cal- 
culation can be made of the man-power loss occasioned by this 
complaint. In the R.A.F., 97 men lost 1,407 days while under 
treatment, and of the Army population 85 men lost_1,394 days 
—a total of 2,001 man-days lost in a three-year period. In 
other words, the two Services together were deprived of the 
services of rather less than 3 men out of a total of 65,000, or 
0.0046% of their man-power. 

No attempt has been made to index the cases according 
to their aetiology, but certain well-defined types are readily 


recognizable. 
Types of Case 


1. Cases associated with a seborrhoeic dermatitis of the scalp 
and very frequently a chronic blepharo-conjunctivitis. In this 
type, treatment of the scalp with sulphur and salicylic acid is 
essential to success. 

2. The allergic eczematous type. In these cases the external 
otitis appears to be just such an allergic manifestation of a 
hypersensitive skin as eczematous lesions elsewhere. Pheno- 
barbitone 1/2 gr. (7.5 g.) twice daily, as a general sedative, can 
be given over a prolonged period, and concentrated vitamin A, 
100,000 units daily, appears to be helpful in treatment. 

3. Cases associated with a pyogenic infection, as in impetigo 
contagiosa. As the organism is usually a_penicillin-sensitive 
streptococcus or staphylococcus a spreading impetigo responds 
rapidly to systemic penicillin. 

4. Mycotic external otitis. By contrast with the experience 
of otologists in America (Gill, 1942; Senturia, 1944), mycotic 


external otitis is exceedingly uncommon in our experience in 


this country. 
Treatment 


The secret of success with all types is regular aural cleansing 
of the meatus and in particular of the little well of pus that lies 
where the lower meatal wall dips downwards to meet the in- 
ferior margin of the drum. With much meatal oedema fairly 
tight packing with a gauze wick impregnated with glycerin and 
ichthyol 10% yields the most useful results ; after a few days 
a 2% aqueous solution of gentian violet lightly applied to the 
meatal wall is as a rule effective. D’Alibour’s paste with gentian 
violet is a useful application to an excoriated auricle. All 
other suggested medicaments have been used with varying suc- 
cess—2% phenol in calamine lotion, the sulphonamide powders 
and pastes, aluminium acetate, silver nitrate, argyrol, and pig- 
mentum castellani—but there is little to be said for frequent 
changes in treatment, which should be standardized, so far as 
is possible, in any E.N.T. department. Penicillin locally has 
seldom been of any value, as most cases will clear rapidly 
without resort to a treatment that still has certain practical 
disadvantages over other dressings ; and those that do not clear 
up seem invariably to culture a profuse growth of penicillin- 
insensitive bacilli. 

Occasionally, and perhaps particularly with the eczematous 
external otitis, small doses of x rays, repeated at weekly inter- 
vals, are helpful, though some care has to be exercised, as 
overdosage can lead to disastrous results. 


Summary 
The incidence of external otitis, together with the man-power 
loss occasioned thereby in 30,000 R.A.F. and 35,000 Army 
troops, is calculated. 
Certain well-defined types are described. 
. The importance of regular visual aural dressing is stressed 
and standardization of treatment recommended. 
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Medical Memoranda 


A Case of Tropical Eosinophilia 
(Weingarten’s Syndrome) 


The following case is reported because of the difficulty of 
diagnosis in some cases of eosinophilia and the satisfactory 
response to treatment. Cases of Weingarten’s syndrome— 
eosinophilia, with asthma and temporary changes in the x-ray 
appearance of the chest—have been reported from India and 
the Middle East, and doubtless will be increasingly recognized 
in cases from other tropical countries. 


The patient, a European male aged 37, had spent 12 years in 
Nigeria: during that time his only illnesses were infective jaundice 
and M.T. malaria. Less than six months after his return to England 
he began to suffer from attacks of nocturnal asthma with paroxysmal 
cough; the attacks caused orthopnoea, but were not very severe or 
prolonged. There were no other symptoms apart from some asthenia. 
A skiagram of the chest about this time showed no abnormality. 

An attack of malaria was the occasion for a blood count, which 
showed 12,400 white cells, of which 20% were polymorphs and 59% 
eosinophils; myelocytes were present. There was no evidence of 
blood or alimentary parasites or any symptoms of filariasis. No 
treatment was given, and the blood count improved somewhat during 
the following year. The patient complained of lassitude, and he 
had another attack of malaria as well as occasional asthma. About 
eighteen months after the first symptoms there was a febrile attack 
lasting several days, again with nocturnal asthma and widespread 
urticaria. A blood count showed 36,200 white cells, of which 10% 
wwe pelymneaphs and 74% eosinophils. Again no parasites were 

ound. 

A diagnosis of Weingarten's syndrome was made and three injec- 
tions of N.A.B. were given at weekly intervals. The patient’s health 
and blood count rapidly improved, and the latest examination showed 
5,800 white cells, with 58% of polymorphs and 5% eosinophils. 


Redhill County Hospital, Surrey. E. A. Hunter, M.R.C.P. 
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MEDICAL MEMORANDA 


Simultaneous Extra- and Intra-uterine 
Pregnancy 


This condition is still uncommon enough to warrant the 
recording of a case. 


History OF Case 


An African (Basutu) female, aged about 30, was admitted to the 
Nigel Hospital on Nov. 29, 1945, complaining of severe intermittent 
pain in the hypogastrium and the right iliac fossa of a few days’ 
duration. A history of approximately six weeks’ amenorrhoea was 
given. The salient features of the examination were the presence 
of a very tender moderately mobile oval mass, the size of a hen’s 
egg, just to the right of the midline, continuous with and extending 
laterally from the fundus uteri, and signs suggestive of earl 
pregnancy. There was no vaginal bleeding. Ectopic pregnancy wit 
threatening rupture was considered in the differential diagnosis 
and exploratory laparotomy was advised. Here, however, primitive 
tribal custom, later to have tragic consequences, intervened. No 
operation could be performed without the consent of the patient's 
father, and this was withheld. With conservative sedative treat- 
ment the pain and tenderness subsided within a week, and the 
patient was removed from the hospital by he: husband. 

On Jan. 1, 1946, at 12.30 p.m., the patient was readmitted in an 
extremely critical state. She was literally “ bled white’; the pulse 
rate was 120, though the tension and volume felt deceptively good. 
The systolic blood peveuese was 80 mm. Hg and the temperature 
97° F. (36.1° C.). The abdomen was distended and tender, especially 
in the lower half. There was guarding but no rigidity. No masses 
were palpable. Cullen’s sign was not detected. There was ayain 
no vaginal bleeding. 

The history now given was that she had remained free of pain 
until five days previously, when intermittent lower abdominal pain 
haa recommenced, increasing in severity up to the morning of re- 
admission. History-taking was difficult, as frequently is the case 
with Africans, and the presence of shaulder-tip pain was not elicited. 
A diagnosis of ruptured ectopic pregnancy was made, though the 
absence of vaginal bleeding was commented upon. Consent to 
operation was obtained, the father, who was present, recognizing at 
last the dire straits in which his daughter found herself. 

Serum and 10% glucose in saline were administered in the ward 
and continued in the theatre until blood could be obtained from 
the nearest transfusion depot, when it was immediately given. Open 
ethyl chloride and ether anaesthesia, with oxygen, was employed. 
The abdominal cavity was found filled with blood and clots, the 
cause being a ruptured ectopic pregnancy on the right side. The 
interstitial portion of the right Fallopian tube was the site of a 
pregnancy of about three months’ duration, and the adjacent fundus 
uteri and isthmus of the tube had also been involved. Only the 
omentum had become adherent to the sac and was freed with ease. 
There was no difficulty in removing the sac and its liberated con- 
tents. The uterus, however, was seen to be much larger than is usual 
in an ectopic pregnancy, and on deeper exploration of the eroded 
right half of the fundus uteri a second sac came into view. The 
opening was enlarged and by oy traction an intact gestational 
sac was delivered, the foetus of the same size as that of the extra- 
uterine pregnancy. A partial removal of the fundus was quickly 
performed. At this stage the patient’s condition deteriorated 
markedly, and despite all resuscitatory measures death ensued. 


COMMENT 


King (1943) has classified coexisting intra- and extra-uterine 
pregnancies into two types: (a) combined or simultaneous, and 
(b) compound. The combined type is probably the same as 
a multiple pregnancy except that one or more implantations 
are extrauterine, and the case above would therefore fall into 
this group. In the compound type the extrauterine pregnancy 
may have been present for a long time, usually symptomless 
and dormant. Superimposed on this an intrauterine pregnancy 
then occurs. 

The fatal outcome was most unfortunate, as ruptured 
ectopic pregnancies usually respond well once the source of 
the haemorrhage is under control. To have delayed operation 
until the beneficial effects of the transfusion, etc., were more 
pronounced would have been dangerous, and is contrary to 
the generally held view that immediate operation, with sup- 
porting measures, is the procedure of choice (Ware and Winn, 
1941). It is a sad thought that operation, when first advised, 
would probably have given a satisfactory result. 

With regard to the pre-operative diagnosis of this combined 
condition, the absence of vaginal bleeding would appear to be 
a point worthy of future notice. 


My thanks are due to Dr. Magnus G. Myers, the surgeon in charge of the case, 
for permission to publish this report. 


Max SEGAL, M.B., B.Ch.. M.Sc. 
Nige! Hospital, Dunnottar, Transvaal. 
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Reviews 


FAMILY HEALTH AND HOUSING 

A Home of Their Own. By K. E. Barlow. Preface by George Scott Williamson, 

M.D. (Pp. 96. 4s. 6d.) London: Faber and Faber. 1946. 

Dr. Barlow's book -is an excellently written treatise on the 
rehabilitation of the family, and it has a postscript which in 
effect is addressed to the Minister of Health urging upon him 
unusual, extra-departmental, out-of-regulation action in a good 
cause. Dr. Barlow practises in Coventry, where he and a 
number of citizens have been inspired by the example of the 
Pioneer Health Centre at Peckham—the grouping of a whole 
community round a family health club—and desire to repro- 
duce it in their own devastated town. They desire to do more 
than this—to integrate the proposed centre with a part of the 
new housing. In Coventry about 20,000 houses need to be 
built, and it was felt that one of the new neighbourhoods 
within the city might be directly related, by the circumstance 
of householding, to the health community centre. The tenants 
of this satellite suburb would themselves plan their neigh- 
bourhood, with the health centre as its focus. Every one of 
them could thus be counted upon for at least a minimal 
participation in the activities of the family health club and the 
administrative life of the community. For the Peckham idea 
is not merely a centre, it is also a periphery, manifesting 
itself in the separate homes as well as in the club activities. 
It is more even than this; a healthy home requires a healthy 
environment, and therefore the idea reaches out to town 
planning and communal life in general. Accordingly Coventry 
families, mainly of the working class, who were later to be 
the tenants of the new houses, were recruited. A housing 
society was promoted for the planning of 2,000 houses, a site 
marked out, and a mortgage of two millions arranged at a 
reasonable rate of interest. The city authorities were per- 
suaded of the excellence of the scheme, the good will and co- 
operation of experts were enlisted, an offer was even forth- 
coming of some of the housing of the ex-Service men’s council. 
But, of course, questions of priorities arise. Control of hous- 
ing standards is most effectively exercised by placing housing 
in the hands of local authorities, and no local authority can 
make the tenancy of its council houses conditional upon 
membership of a family health club, nor concede to a group 
the right to arrange its own housing. Will the Minister permit 
an experimental deviation from uniformity by delegating cer- 
tain housing to a non-profit-making society which is able to 
establish the necessary conditions for social research into 
health? 

In the main body of the book Dr. Barlow discusses court- 
ship, marriage, child-bearing, and education, from the stand- 
point of a biologist, and indicates very cogently where society 
has so often gone wrong. 


SULPHONAMIDE-RESISTANT GONORRHOEA 


Les Gonococcies I t By Claude Huriez, R. Dumont, 
G. Patoir, and J. Leborgne. (Pp. 61. SOfrancs.) Paris: Masson et Cie. 1945. 
This little book on sulphonamide-resistant gonorrhoea is 
written by Frenchmen obviously for Frenchmen, because 
penicillin is included only in an addendum though the book 
was published in 1945. After a brief introduction the authors 
deal successively with the history of the treatment of gonor- 
rhoea, sulphonamide resistance in men and women, and the 
various methods of dealing with resistant cases. It is of 
interest to note that the resistance is attributed to adaptation 
of the gonococcus to the drug, and particularly to the fact that 
prostitutes often use it as a prophylactic, especially before an 
examination ; no mention is made of the possibility that there 
are naturally resistant strains which have survived while the 
sensitive ones have been killed off. Many of the methods of 
treatment are well known, but others are less so, particularly 
the use of antigonococcal serum locally and of infiltration with 

a local anaesthetic for epididymitis. 

The use of silver salts both for purposes of treatment and 
for their provocative effect still seems common in France, 
and British readers will cavil at the use of such expressions 
as “disinfecting the mucous membrane,” particularly when 
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increasing strengths of potassium permanganate are recom- 
mended. Most of the references are to French and American 
literature, but the authors are somewhat at fault when they 
suggest that Mac Elligot (sic) was at St. Mary's Hospital in 
1941 (actually he was in the Royal Air Force) and that Col. 
Harrison, who as our readers know was, and is, Adviser in 
V.D. at the Ministry of Health, was responsible for Army 
statistics. 

This booklet is largely of historical interest, but is worth 
reading if only to see how French doctors faced their difficulties 
without the help of penicillin. 


ARBUTHNOT LANE 

Sir W. Arbuthnot Lane, Bart., C.B., M.S., F.R.C.S. His Life and Work. 

By W. E. Tanner, M.S, F.R.C.S. (Pp. 192. 15s.) London: Bailliére, 

Tindall and Cox. 1946. 

If a surgeon's greatness is judged by the threefold standards of 
originality of mind, manual skill, and power to inspire others, 
Lane is perhaps the greatest British surgeon of the past hundred 
years. Lister was an original thinker, but no operator. Macewen 
was a brilliant craftsman who made outstanding advances, but 
he never won affection and he left a desert behind him. Moyni- 
han was a technical artist and a gifted orator, but he lacked 
that humility which great leaders possess. Lane illuminated 
every branch of surgery by his genius, he operated with a sure 
dexterity that has never been surpassed, and he had the ability 
to irspire deep devotion and blind loyalty in all who worked 
with him, even for short periods and in a humble capacity. 
Marv of the leaders of surgery in this generation and the two 
before it have been proud to call themselves Lane’s men. 

Lane was a leader in transforming Listerian antisepsis into 
modern asepsis. He taught surgeons to change as well as to 
gown before operating. He was the first, in Britain at all 
events, to explore the mastoid antrum, to drain the lateral sinus 
and tie the jugular vein for septic thrombosis, to resect a rib 
for empyema, to repair cleft palate successfully, to establish 
a new standard in the treatment of fractures. He was the 
originator of modern views on skeletal mechanics, the teacher 
of the “no touch” technique, the designer of a host of instru- 
ments which have been modified but never improved upon. 
As orthopaedics passes from a dignified descendant of bone- 
setting to a major branch of surgery, Lane emerges as its founder 
and first high priest. Beside these lasting achievements his 
failures and his foibles pass into insignificance. 

Those who knew Lane will find much of the man they loved 
and honoured in this book, but it is doubtful if strangers will 
do so. Tanner's real admiration for his old chief is apparent, 
but in a desire for completeness he has lost proportion in detail. 
On page 3, just when a picture of the central figure is emerging, 
he breaks off to mention Hoeffticke and Horniman, names that 
mean nothing to-day, and to quote at length Lane’s views on 
liquid paraffin. Appreciations of his vivid and simple character 
are there; so also are long quotations from the laudatory 
speeches that greeted him in America and from the letters of 
his admirers in this country. His glories and his failings stand 
side by side in equal prominence. 


THE MIND OF THE CHILD 

The Psychoanalytic Study of the Child. Volume I. 1945. (Pp. 423. 30s.) 

London: Imago Publishing Co., Ltd. 
This is the first annual volume of papers on the psychology 
of the child from the point of view of the strict psychoanalytic 
discipline. There is not a great deal of coherence in the sum 
total of the papers, so that each must be read on its own 
merits, but it is no doubt useful to have them collected in one 
volume 

The first section deals with so-called genetic problems— 
that is, the causal influences which promote neuroses and 
disturbed behaviour ia general. Perhaps the most important 
of these is a criticism of Melanie Klein's theories by Dr. Glover, 
who disapproves of them inasmuch as they tend to destroy 
the coherence of the original Freudian doctrine. There is an 
interesting comparison between children brought up in a 
foundling home and in a nursery. In the former protection 
is at a minimum and frustration at a maximum; in the latter 
the reverse is the case. Both extremes are held to be bad for 
the future emotional development of the child, over-protection 
being specially deleterious after the first year. 


In the second section child analysis is discussed by Anna 
Freud in a paper on the indications for child analysis and 
in several clinical case records. Case recotfds and commen- 
taries illustrate the third part, which is given up to guidance 
work. The fourth part deals with education and the contri- 
butions of psychoanalysis to this end. These contributions are 
slowly building up a collection of observations which should 
eventually allow of a practical formulation of the goals of 
education and the methods which are most likely to be success- 
ful in achieving these goals. The fifth section considers 
problems of group life, the most important of which are the 
gangs of young delinquents, whose influence on the mind of 
the individual member must be understood if successful 
reclamation is to be achieved. Finally there are some reviews 
of books and commentaries, including one on the literature 
dealing with the evacuation of children in wartime. 

This book will be useful only to those who understand the 
technical terms used by psychoanalysts and appreciate their 
full implications. 


A BOOK ON REFRACTION 


Refraction of the Eye. By Alfred Cowan, M.D. Second edition, thoroughly 
Sg (Pp. 278; 181 engravings and 3 coloured plates. 24s.) London: 
enry on. 


Refraction of the Eye, by Dr. Alfred Cowan of Philadelphia, 
covers a rather wider field than do books on the subject in 
this country. The purely clinical aspects of refraction work 
are discussed in the concluding third of the text, and the teach- 
ing does not differ materially from the current practice here, 
though simplification is carried to lengths where it becomes 
confusing. This is seen from the advice given in omitting the 
conventional symbols for sphere and cylinder in the prescrip- 
tion. None the less the text is remarkably complete and contains 
aspects not well known to the English reader. This applies less 
to the objective than to the subjective methods, which include 
accounts of cyclodamia (a modified form of fogging) and 
velonoskioscopy. Many practical points reveal the experienced 
refractionist and teacher. The concluding chapter on contact 
lenses and telescopic spectacles is lucid and brief. 

The greater part of the book is taken up with a geometrical 
exposition of optics. The subject-matter is rather more 
advanced than is expected here of candidates for the diploma 
examinations. It is, however, well presented and adequately 
illustrated. The book contains a bibliography with about three 
hundred items (selected on no obvious principle). 


* Notes on Books 


In Brompton Hospital Reports, vol. xiii, 1944, the physicians 
and surgeons of the hospital make their annual bow with a 
series of exceptionally interesting papers. Mr. J. E. H. Roberts 
inquires “ What is the right time, please? and discusses the 
best moment for operation in various tuberculous conditions. Dr. 
W. D. W. Brooks analyses nearly half a million mass radiography 
figures from the Navy and discusses the management of early cases. 
Dr. A. Margaret Macpherson reports on the subject of the super- 
vision of the child in the tuberculous household. Dr. Clifford Hoyle 
describes with great charm the part which disease has played in the 
lives and works of great men. But these are only some of a series 
of interesting contributions. The volume concludes with a sub- 
committee’s report from the hospital upon the incidence of tuber- 
culosis among the nursing staff, together with recommendations for 
hygiene. Altogether a useful volume, obtainable, price 10s. post 
free, from the Secretary, Hospital for Consumption, Brompton, 
London, S.W.3. 


Sir Lionet Wuitsy and Dr. C. J. C. Britton are to be congratu- 
lated on the appearance of a fifth edition of their textbook on 
Disorders of the Blood (J. and A. Churchill, 30s.) only ten years 
after the first edition. The success of their book is due to two 
things. The first is the personal experience of the authors and the 
shrewd judgment with which they have been able to marshal the 
literature of haematology. The second is the remarkably reasonable 
price. This edition contains some new plates, and recent work on 
the rhesus factor has been well summarized. Future editions will 
probably pay less attention to lysolecithin, as Fahraeus’s attractive 
theory of haemolysis has been generally abandoned for want of 
confirmation, and more attention to the value of penicillin in 
agranulocytosis. This book still contains all that anyone but a 
professional haematologist need know about the diseases of the 
blood. 
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SIR MORELL MACKENZIE 

Morell Mackenzie. The Story of a Victorian Tragedy. By R. Scott Stevenson. 

(Pp. 194. 15s.) London: William Heinemann. Medical Books Ltd. 1946. 
Almost sixty years have elapsed since the death of the Emperor 
Frederick Ll, from cancer of the larynx, after an illness which 
was then, and to a small extent still remains, a topic of dis- 
cussion throughout the civilized world. Medicine and politics 
have often been strangely intermingled. The diseases of kings 
and emperors and dictators exercise an influence which extends 
far beyond the individual sufferer. So it was with the case of 
the Emperor Frederick: fatal to the patient to be sure, but fatal 
= to the reputation of the London physician who attended 

im. 

Summoned to Berlin on May 18, 1887, to attend the Crown 
Prince, as he then was, Morell Mackenzie found the German 
doctors prepared to operate, having diagnosed the case as one 
of cancer of the larynx. It would be a formidable under- 
taking, but the final decision was to rest with Mackenzie, who 
had been chosen for this task by his German colleagues. 
Mackenzie wisely advised that first of all a portion of the 
growth be removed and submitted to Prof. Virchow for micro- 
scopical examination. The result was inconclusive. The doctors 
differed. The case became a subject for argument, not only 
in medical circles but even in drawing-rooms and salons 
throughout Europe. No operation was performed, save that 
of pa'liative tracheotomy, and eventually the Emperor died, 
on June 15, 1888, having reigned for only ninety-nine days. 
It was a tragic illness, tragic alike to the Emperor, to Sir Morell 
Mackenzie, who attended him throughout, and to the German 
nation, just about to shake off the regime of Bismarck and to 
adopt a Liberal policy under the guidance of a new ruler. 

Such, in brief, is the theme so clearly and logically surveyed 
in this interesting work. The author, well known as a laryn- 
gologist and as a writer, possesses all the qualifications which 
his task demanded. He traces the career of Sir Morell 
Mackenzie, the “ Father of British Laryngology,” whose text- 
book is still in daily use and who founded the first hospital for 
diseases of the throat. He acknowledges that Mackenzie was 
indiscreet, vain, and polemical, but he denies that he was ever 
insincere. The hasty and ill-advised publication by Mackenzie 
of a popular work entitled Frederick the Noble, in which he 
attempted to vindicate his own conduct, only added fuel to the 
fire of controversy. 

The author, championing the cause of the tragic laryngologist, 
woncludes that Morell Mackenzie will be remembered “as the 
chivalrous physician who, single-handed and in the face of over- 
whelming opposition and intrigue, by his determined interven- 
tion prolonged the life and effected the accession of an 
emperor.” It is for each reader to make up his mind, ere he 
reaches the last page, whether such a conclusion is justified. 
Of supreme interest to every medical man, the book is sure 
to attract many non-medical readers who will have no difficulty 
in following the argument and the story, so graphically unfolded 
under such headings as “ The Legend,” “ The Physician,” “ The 
Patient,” and so on, throughout eight chapters. This fresh 
account of the career of Sir Morell Mackenzie, viewed in the 
light of half a century, ably expounded and well portrayed, is 
an interesting commentary on subsequent events, both medical 
and political, and as such it is certain to be widely read and 
as widely discussed. The bibliography relating to each chapter 
shows that the author has tapped every available source of 
information, and the illustrations are interesting and well 
chosen. 


SIXTEENTH-CENTURY FRENCH DOCTORS 


The Doctor in the French Literature of the Sixteenth Century. By Nancy F. 
Osborne. (Pp. 140. $2.00 or 13s. 6d.) New York: King’s Crown Press; 
London: Oxford University Press. 
The extensive bibliography of this scholarly book deals with 
the “doctor” as seen by a satirist and some poets of the 
sixteenth century in France. It was not a good period. Medical 


science had fallen away from the times of Hippocrates and° 


Galen, when rival schools of medical thought indulged in 
philsophic speculation and argument. Then rational medicine 
was backed up by observation of facts and experimentation, 


which gave an impetus to various works in anatomy, physiology, 
and cognate subjects. When Greek medicine reached Europe 
it was enthusiastically received until the end of the fifteenth 
century, when it gradually fell from the peak of Greek and 
Arabic doctrines into the morass of astrology, magic, and 
alchemy. 

It had been the custom of the Arabs to absorb the culture of 
nations whom they conquered. The medical discoveries of the 
Greeks interested them greatly. It was not until Ambroise 
Paré (1517-90), the father of surgery, with his work on the 
control of haemorrhage, that the first effective steps in surgery 
came forward. Leonardo Da Vinci was the first to dissect 
human bodies ; he illustrated his findings in accurate drawings. 
Syphilis raged during the sixteenth century. Neglect of the 
simplest rules of health disseminated disease and death through- 
out France. The profession was in bonddge to the belief in 
the divine origin of sickness and in the prevention of healing 
of diseases by supernatural powers. After sketching the back- 
ground of this period the author goes on to deal with the 
physicians and their helpers—the apothecaries. We laugh at 
the charlatans, puffed up with Falstaffian egotism and bombast, 
and look with compassion on their patients. The general review 
of the sixteenth century shows it to have been a time of medical 
chicanery and fraud, which was followed by the European 
Renaissance that gave birth to modern medical science. 


ANGELO MOSSO, 1846-1910 


One of the founders of the experimental physiology of man, Angeto 
Mosso, the centenary of whose birth occurred on May 30, received 
his physiological training from such giants as Schiff, Ludwig, and 
Claude Bernard. His short life, crowded with achievements and 
honours, was lived in Turin, where he graduated M.D. in 1870 and 
eight years later succeeded Moleschott as professor of physiology. 
While his name is eponymously linked with the ergograph (1890) 
and the Istituto Angelo Mosso, he was a versatile and tireless worker, 
possessed of remarkable technical skill, in such fields as fatigue, 
sleep, movements of the intestine, temperature of the brain, and 
respiration at high altitudes. Failing to appreciate Paul Bert's 
correct hypothesis that mountain-sickness is due to actual want of 
sufficient oxygen in the air inspired into the lungs, he advanced his 
acapnia theory of 1897, which was to hold up progress for 20 years. 

Founder of the Archives Italiennes de Biologie (1883), president 
of the International Physiological Congress (1901), Rector Magnifi- 
cus of his Alma Mater, and Senator, Mosso devoted his scant leisure 
to promoting public hygiene and popular health education, and to 
founding football clubs, mainly on English lines. He died on 
Nov. 24, 1910, of diabetes, an illness which he had borne philosophi- 
cally for many years. 


EARLY MEDICAL MSS. AND BOOKS AT 
EDINBURGH UNIVERSITY 


A selection of books and manuscripts, to illustrate the current series 
of lectures on the history of medicine, has been placed on view in 
the Upper Library Hall of Edinburgh University. Included among 
manuscripts of the thirteenth century are beautifully written copies 
of the Breviarium Medicum of Serapion, a Syrian physician of the 
ninth century, and of Avicenna’s Canon of Medicine, a favourite 
textbook, by the “ Prince of Arabian Physicians,”’ which retained its 
popularity for many centuries and is said to be still used by native 
practitioners in India. Of slightly dater date is a fifteenth century 
manuscript of the Regimen of Health of Salerno, the best-known 
work of that famous School of Medicine. It contains a full-page 
illustration of a mediaeval physician and one of his patients. 

A modern manuscript of much interest, on loan from the Royal 
College of Surgeons, is a volume of notes of lectures on surgery, 
delivered by Lister while he was professor in Glasgow, containing 
the first written account of his “ antiseptic principle.” 

Among the printed books the greatest rarity is Christianismi 
Restitutio, published in 1553 by Michael Servetus, who suffered 
death by burning at the hands of Calvin. Although it is a theologi- 
cal work, it contains an account of the pulmonary circulation. Only 
two other copies of the book are known to exist. There are also 
on view first editions of De Re Medicina by Celsus, dated 1478; 
of Vesalius’s Fabrica, 1543; of Harvey’s De Motu Cordis, 1628 
(from the library of Alexander Monro tertius); of Willis’s Cerebri 
Anatome, with illustrations by Sir Christopher Wren; of Jenner’s 
Inquiry into the Causes, etc., of Cowpox, 1798; and of W. T. G. 
Morton’s pamphlet on the use of ether as an anaesthetic, 1847. 
One of the cases contains an interesiing collection of illustrated 
“ Herbals and a catalogue, dated 1683, of the Edinburgh Physic 
Garden, which occupied part of the present site of Waverley Station. 

The exhibition is to remain open, during library hours, until the 
end of June. 
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THE MECHANISM OF AIR-BORNE INFECTION 


What is the nature of the particles inhaled when infection 
is air-borne ? There have been three periods of belief on 
this subject. Fifty years ago the vehicle exclusively con- 
sidered appears to have been dust, but at the end of the 
last century Fliigge introduced the conception of droplet 
infection. When Wells in 1935 showed that fluid par- 
ticles either fell to the ground or evaporated, according to 
whether they were large or small, the droplet nucleus 
replaced the droplet as the supposed vehicle of aerial 
transmission. The finer particles of secretion expelled 
from the mouth and nose were supposed to dry in the 
atmosphere, being thus converted into minute particles of 
solid mucus, which floated in the air and in which bacteria 
survived. That many did in fact remain in suspension, and 
that even the more delicate respiratory pathogens could 
survive in this form for at least two days, Wells was able 
to show experimentally. This was the third phase of belief. 
It now appears that we may be entering upon a fourth, 
which is really nothing more or less than a reversion to 
‘the nineteenth-century doctrine that the vehicle of air- 
borne infection is dust. Studies made during the war of 
the mechanism of cross-infection in surgical wards have 
incriminated dust to an astonishing degree: the ease with 
which haemolytic streptococci can be recovered from the 
dust of septic wards, and the formidable rise in their 
numbers in the atmosphere itself consequent on floor- 
sweeping and bed-making, have been repeatedly demon- 
strated. The source in these circumstances may be the 
soiled dressing of a septic wound. How far are these 
findings applicable to infection exclusively derived from 
the upper air-passages ? 

A decided answer to this question is given in the paper 
by Ronald Hare and Dorothy M. Mackenzie on page 865. 
They take the extreme view that the dangers of direct air- 
borne infection are comparatively slight, and that the con- 
tamination of clothing and other fabrics, with subsequent 
liberation from them of infected particles, is the usual 
mechanism of respiratory tract infection. In support of 
this thesis they advance evidence which is in part experi- 
mental and in part circumstantial. Their experimental 
studies consisted in collecting bacteria expelled from the 
mouth and nose in such a way as to estimate their number 
and distribution in space. By arranging a series of culture 
plates in an arc facing the experimental subject, giving 
positions ranging from level with the mouth to vertically 
below it, and by counting colonies in the cultures so 
obtained, they determined the direction taken by particles 
of expelled secretion. Two features are noteworthy in the 


results so obtained. One is the overwhelming importance 
of the sneeze in scattering possibly infected secretion : it 
produced thousands of colonies, while other forms of 
movement furnished total colony counts of the order of 
one hundred or less. The second point is the pronounced 
downward path taken by expelled particles, even at the 
short range of | ft. (30 cm.) used in most of these experi- 
ments. The highest colony counts after coughing and sneez- 
ing were in plates in the half-way position, at an angle of 
45° with the mouth ; only blowing gave the highest count 
in the next plate above this, and the majority of bacteria 
expelled by talking fell almost vertically. The proportion 
in the horizontally situated plates was exceedingly small, 
except in those obtained by the unusual and perhaps 
practically unimportant act of blowing. Another type of 
experiment designed to ascertain how much secretion 
remains in the atmosphere at least for a time instead of 
falling immediately was the exposure of plates in a closed 
box, through an aperture in which the subject had talked, 
coughed, or sneezed five minutes previously. From these 
results it again appears that the sneeze is of outstanding 
significance ; how they should be interpreted in relation 
to the authors’ main argument is not altogether clear. The 
practical reality of Wells’s droplet nucleus and the extent 
of its natural formation are vital questions which deserve 
still further study. 

Other experiments were made to determine how many 
actually pathogenic organisms are expelled by talking and 
coughing, and it was found that the output of haemolytic 
streptococci by throat carriers demonstrable by the same 
methods is exceedingly small. This observation, which has 
been confirmed by others, is doubtless due to the localiza- 
tion of this infection in an area where particles are pre- 
sumably not formed; it involves neither the larynx, the 
source of cough droplets, nor the tongue and lips, which 
form them in talking. But in some infections, notably 
those due to viruses, the infection of secretions is believed 
to be more widespread ; hence the experiments with an 
indicator organism described in this paper. Those per- 
formed with plates at different angles to the mouth gave 
substantially the same results as before ; the more interest- 
ing are those in which the organism was recovered from 
the subjects’ clothing and pieces of fabric attached to it 
after instillation of culture into the mouth and nose, 
together with irritants to induce a condition resembling a 
cold. The recovery of the organism was highly erratic : 
it should not, for instance, be concluded, as some of the 
figures suggest, that the right and left lapels of the coat are 
selectively contaminated from the nose and mouth respec- 
tively. Nevertheless it seems to have been shown clearly 
that clothing is readily contaminated, and releases the 
infection on shaking when the secretion has dried ; and, 
secondly, that the nose is the more prolific source of this 
contamination. 

The circumstantial evidence that dust from contaminated 
fabrics plays a major part in the spread of respiratory 
infections is ingeniously assembled and of two principal 
kinds. First is the well-attested importance of dormitory 
infection, as distinct from most forms of exposure during 
the day. Here the infected fabrics are chiefly bed-clothes, 
and the commotion of morning rising causes a “ sudden 


| JUNE 8, 1946 


882 June 8, 1946 


ARTIFICIAL SUNLIGHT FOR WORKERS 


Britis 
MEDICAL JOURNAL 


release of the concentrated output of the night.” There 
are then a seties of episodes in which apparently unaffected 
persons have conveyed infection to another community, 
the inference being that their belongings and not their 
mucous membranes were at fault. It should perhaps be 
pointed out that these people may have been carriers in 
the ordinary sense ; such evidence, apart from the striking 
instance of Shackleton’s bale of blankets, is no more than 
suggestive. Nevertheless this paper presents an impres- 
sive bulk of evidence for revising our views about the 
mechanism of air-borne infection. We may not go so far 
as the authors in minimizing the danger of direct aerial 
spread, but we must recognize that the effects they have 
demonstrated are of great importance—notably the rapid 
rate of fall of the greater part of the secretion ejected from 
the mouth and nose. An interesting point is the distinc- 
tion made between bacterial infections, in which infected 
particles are few and special conditions are therefore neces- 
sary for ready spread, and virus infections, whose transmis- 
sion is relatively easy owing to the greater concentration 
of the virus in secretions. The authors point out that these 
matters must be taken into account in any attempts to arrest 
air-borne infection by means of ultra-violet light or germi- 
cidal mists and vapours. In view of the likelihood that 
such attempts will be a prominent feature of progress in 
hygiene during the coming years, any addition to our 
knowledge of how infection is transmitted is valuable. If 
the conclusions of Hare and Mackenzie are not fully 
accepted they should be a challenge to others to produce 
further proof that direct aerial transmission has at least 
some of the importance which has so long been attached 
to it. 


ARTIFICIAL SUNLIGHT TREATMENT IN 
INDUSTRY 


Artificial sunlight treatment has been hailed as a valuable 
tonic for industrial and office workers. It is claimed that 
this treatment lessens the incidence of sickness and acci- 
dents, reduces absenteeism, hastens recovery from illness 
and injury, and increases production. Such claims have 
encouraged managers in commerce and industry to install 
solaria for the benefit of their workers. Nevertheless, the 
more critical members of the medical profession who are 
able to advise industry have asked for more convincing 
evidence than that to be found in the published results of 
previous trials of the effects of collective irradiation of 
industrial workers and Service personnel. 

A large-scale and controlled inquiry, the results of which 
have now been published, was planned and carried out 
by Dr. Dora Colebrook! under the guidance of a special 
committee of the Industrial Health Research Board of the 
Medical Research Council. The object was “ to ascertain 
in a scientifically controlled experiment whether the col- 
lective irradiation of workers by ultra-violet light from 
quartz mercury arc lamps, using a minimum perceptible 
erythema dose, will reduce their rates of sickness absence 
and the duration of their colds.” The technique of col- 


lective irradiation adopted was one that has been advo- 
cated by medical and other observers for use in industry. 
Trials were made in three separate communities—viz., the 
clerical staff of various departments in the Admiralty, 
workers in a large factory making tanks and lorries, and 
those working above and below ground in a Yorkshire 
colliery. In all over 3,000 volunteers took part in the 
trials. In each of these three communities volunteers were 
allocated at random to one of four groups. The first 
received the full range of ultra-violet rays. The second 
and third groups were irradiated with lamps which had 
been fitted with screens to cut off the shorter ultra-violet 
rays—i.e., those with a wave-length of less than 3,300 A.U. 
—which are claimed to be responsible for the tonic effects. 
Each individual in the second group was given a weekly 
dose of vitamin D as 3,500 international units of calciferol, 
and those in the first and third groups were given an inert 
oil as a control. - Thus, if there had been any evidence of 
vitamin D deficiency in the communities treated it would 
have been possible to decide whether the rays of the un- 
screened lamps were able to compensate for this. (It is 
known from previous work by Rosenheim and Webster? 
that the shorter ultra-violet rays falling in sufficient amount 
on the naked skin can prevent and cure rickets by convert- 
ing ergosterol into vitamin D.) The fourth group received 
no treatment at all. The first three groups shared any 
possible psychological advantage in having “light treat- 
ment,” in visiting the clinic, and in the resultant rest pause 
from work which the office and factory workers enjoyed. 
Such advantage, if any, might be illustrated by differences 
in sickness incidence and absenteeism between those who 
attended the clinic and those who received no treatment 
at all. 

The results of these extensive and carefully controlled 
trials do not confirm the claim that the commonly accepted 
technique for the irradiation of factory, mine, and office 
workers with artificial sunlight is effective in reducing 
sickness and accident incidence and increasing efficiency. 
Those chosen for the trials had every opportunity of 
benefiting from the treatment, because half the clerical 
workers, many of the factory workers, and all the under- 
ground workers at the colliery spent the whole of their 
working time in artificial light. In none of these com- 
munities was the average amount of sickness absence found 
to be significantly less among those who had ultra-violet 
light treatment than among those who were exposed only 
to the screened lamps. In the two communities in which 
the duration of colds was studied, and in the colliery where 
injury and total absence were measured, the three treated 
groups did not differ significantly. Nor did any of the 
communities show any evidence, in the characteristics 
measured, of a vitamin D deficiency. A third of the people 
treated stated that their health had been better during their 
attendance for treatment, but there w.s no evidence that 
this benefit was due to the shorter rays, since the numbers 
were almost equally distributed in the treated groups. The 
treated groups in the colliery—i.e., those receiving and 
those not receiving the shorter ultra-violet rays—had 3 
significant advantage over the untreated controls in respect 


Industr. Hith. Res. Bd. Report No. 89. H.M. Stationery Office: (Is.) 


2 Lancet, 1925, 1, 1025. 
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of sickness and total absence, but it was not possible to 
select at random the untreated group whose health in the 
previous year, when there was no sunlight treatment, was 
found to be less good than that of the treated.men. In 
the office and factory those given no treatment at all 
showed fewer days with colds than those who were treated. 
This result probably has no significance, but was due to a 
greater accuracy in the records of those who attended the 
clinics. 

The results of this investigation “ debunk ” some of the 
claims made by manufacturers and doctors’ for using a 
particular type of artificial sunlight as a tonic to prevent 
absence from work, but they provide no evidence as to 
the value of ultra-violet light for treating particular dis- 
eases, other than perhaps the common cold. A negative 
result such as this may be less satisfactory to the research 
worker than a positive one, but this inquiry will have been 
fully justified if it serves to illustrate both the method of 
and the difficulties inherent in carrying out such a carefully 
controlled and large-scale trial in an industrial population. 
Finally, it is hoped that it may succeed in diverting the 
attention of management and workers from what could 
at best be hardly more than a placebo to the more radical 
methods of preventing sickness and absenteeism in industry. 


A STUDY IN MENTAL DEFICIENCY 


In 1938 Penrose’ published the results of a detailed clinical 
and genetic study of 1,280 cases of mental defect. Many 
important conclusions emerged, and it is to be hoped that 
the author may perhaps subject his material to yet further 
study, for it should remain a valuable storehouse of 
information for years to come. The excellent plan was 
adopted of publishing much of the original data in extenso, 
so that others with hypotheses to test can also benefit from 
Penrose’s careful work. A similar study in the United 
States by Halperin® follows closely the lines of the parent 
work, Penrose’s personal assistance being warmly acknow- 
ledged. Halperin’s paper should, therefore, be considered 
in the light of the original work at Colchester, the main 
conclusions of which it strongly substantiates; in some 
directions further information has been obtained. 
Halperin’s sample consisted of 338 institutional mental 
defectives, thorough family and social investigations being 
carried out. As in Penrose’s work, it was found that 
more mothers than fathers were mentally defective, which 
is probably due to the fact that the mentally defective 
woman more easily secures a husband than the mentally 
defective man secures a wife. Once again a clear distinc- 
tion emerges between high- and low-grade mental defect. 
Idiots tend to have parents of normal mentality and to 
come from homes which are at least average. The feeble- 
minded have many similarly affected relatives and tend 
to come from inferior homes. Imbeciles are intermediate 
in these respects, but lie closer to the idiots. The sugges- 
tion is strong that low-grade deficiency is due to such 
influences as recessive genes, major accidents of develop- 
ment, and the like, whereas high-grade deficiency is to be 
attributed to intermediate inheritance involving many 
genes, aided by unfavourable environment. The inter- 
action between poor heredity and poor environment may 
well set up a vicious circle and so be responsible for the 


1 Med. Res. Cnel. Sp. Rep. Ser. No. 229, 1938, London. 
2 Amer. J. ment. Deficiency, 1945, 60, 


“social problem group” of the Wood report. A striking 
finding is the relatively high proportion of cases showing 
rare inherited defects, not always, or indeed usually, asso- 
ciated with mental deficiency. These include Friedreich's 
ataxia, deaf-mutism, anhidrotic ectodermal dysplasia, 
pseudo-hypertrophic muscular dystrophy, Hirschsprung’s 
disease, and certain eye conditions. The presence of an 
abnormal gene may well make the whole process of early 
development precarious, so that in some instances the 
central nervous system suffers, leading to frank mentai 
deficiency. 

Halperin finds a notable association betwecn intelligence 
of parents and their fertility. The number of registered 
births falls steadily from the 5.03 of defective x defective 
to 1.27 in above-average x above-average. It is remark- 
able, therefore, that Halperin should say: “.. . it is 
doubtful, however, if much significance can be placed upon 
this fact,” and again, in his summary, * . but such 
differentials are not regarded as significant.” His justifica- 
tion is another assertion: “ It is difficult to foresee, under 
such circumstances, any tragic consequences in the distri- 
bution of genes for intelligence for years to come.” This 
is followed by the one concrete suggestion: “ Moreover, 
the fact that people of lower mentality generally come from 
the less favourable socio-economic status in society would 
suggest that perhaps some of the differences in intelligence 
test scores may yet be attributable to differences in environ- 
ment as yet unrecognized.” In this particular matter many 
readers will probably be considerably more impressed by 
Halperin’s facts than by his opinions. 

A test devised by Penrose is used to determine whether 
sex-linked genes may contribute to the determination of 
intelligence. The result is negative. The similarity in 
intelligence between husbands and wives among the parents 
is pronounced ; it is one of the highest associations yet 
reported. It is pointed out that this must greatly increase 
the scatter of intelligence in the population. A large 
increase in the tendency for like to marry like would there- 
fore much increase the incidence of mental deficiency. This 
may be one of the causes of the suspected increase of recent 
years. 


CALCIFIED PULMONARY NODULES AND 
FUNGOUS INFECTION 


In an investigation for tuberculosis in student nurses in 
the U.S.A. Palmer! found a relatively high incidence of 
calcified pulmonary nodules, but the majority of the nurses 
with these lesions did not react to the tuberculin skin test. 
The diagnostic value of the test is not questioned, and 
therefore some other cause of the pulmonary lesions must 
be sought, such as a fungous disease. Coccidioidomycosis 
causes pulmonary lesions which may eventually become 
calcified. 

It seems significant that the majority of the tuberculin- 
negative cases of pulmonary calcification were found in 
certain areas in the central-eastern States, which, however, 
do not contain any endemic focus of Coccidioides immitis 
infection but correspond to the region in which the greater 
number of cases of histoplasmosis have been found. In 
view of this observation the histoplasmin skin test was 
applied on a large scale to residents in thi region, with 
the result that a high incidence of histoplasmin-positive 
reactors was found in certain districts and a relatively low 
incidence in others—for example, in Kansas City, Mo., 
there were 397 positive reactors and 28 doubtful reactors 
among 647 persons examined (61.5% positive), while in 


1 Publ. Hlth. Rep. Wash, 1945, 60 513. 
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Minneapolis only 46 out of 971 persons examined gave 
positive reactions (4.7%). Palmer points out that the 
peculiar geographical distribution of the reactors is strongly 
suggestive of a specific cause of some kind, and if the 
reaction is significant of previous histoplasmosis it would 
imply a widespread distribution of the disease in a mild or 
subclinical form in the central-eastern States. Christie and 
Peterson*® confirmed the findings of Palmer and furnished 
further evidence in support of the thesis that calcified 
nodules in the lungs of tuberculin-negative subjects, 
especially young children, living on the Appalachian plateau 
and the adjacent part of the Mississippi basin may be asso- 
ciated with undiagnosed Histoplasma infection. They gave 
instances of the close association between the histo- 
plasmin reaction and residence in particular areas, and 
they described the case of an infant aged 10 months in 
whose lungs, at necropsy, early nodules were found and 
Histoplasma capsulatum was isolated from a hilar lymph 
node, although the child was not known to have suffered 
from histoplasmosis and had not died of that disease. 

There is apparently nothing characteristic in the x-ray 
picture of the pulmonary nodules in histoplasmin-positive, 
tuberculin-negative cases, but the nodules tend to be 
multiple and are often bilateral ; in contrast to the single 
nodules usually associated with the tuberculin-positive, 
histoplasmin-negative cases. Referring to the relatively 
hizh incidence of calcified lung nodules and histoplasmin 
sensitivity in young children, Christie and Peterson remark 
that “the age at which histoplasmin sensitivity develops 
and the age at which calcification appears are in such 
relationship that they might be cause and effect, while the 
age at which tuberculin sensitivity appears lags far behind 
the deposition of calcium.” 

Up to the present stage of the investigation the presump- 
tion of a clinically mild and unrecognized form of histo- 
plasmosis is based entirely on the histoplasmin reaction, 
but the specific value of this reaction has yet to be deter- 
mined. To this end, Emmons, Olson, and Eldridge* con- 
ducted direct and cross sensitivity tests with histoplasmin, 
blastomycin, coccidioidin, and haplosporangin on artifi- 
cially infected animals and on human patients, and the 
results of these tests showed an intimate allergenic rela- 
tionship between histoplasmin and blastomycin, so that, 
under the conditions of the test, neither reaction could be 
considered specific. Blastomycosis (Gilchrist’s disease) is 
found in the greater part of the Mississippi valley, and this 
disease, and perhaps other mycoses, should be considered 
alternatively to histoplasmosis as a possible cause of pul- 
monary calcification in persons who are histoplasmin- 
positive and tuberculin-negative. 

The development of mass miniature radiography pro- 
vides an opportunity to conduct a similar kind of investi- 
gation in England which would serve as a control to the 
American investigation. 


“ TROPICAL ” EOSINOPHILIA 


The condition known generally as tropical eosinophilia 
has for many years been recognized as a clinical entity, 
especially occurring along the western sea-coast of India ; 
but its exact pathological basis has only lately been deter- 
mined. A recent paper on eosinophilic lung by P. J. Hodes 
and F. C. Wood' forms a further useful contribution to 
the literature on the subject. The association of lung 
symptoms with x-ray findings of a peculiar type and 
eosinophilia was at first recognized in 1939, and since then 
many other reports have been made. The aetiology is 


2 Amer. J. publ. Hith., 1945, 35, 1131. 
3 Publ. Hlth. Rep. Wash., 1945, 60, 1383. 
4 Amer. J. med. Sci., 1945, 210, 288. 


obscure. Climatic and geographical factors would appear 
to play a part, and most patients live in areas near the sea. 
The occurrence of bronchospasm and eosinophilia has 
naturally led to a search for allergens, but so far no sensi- 
tizing factor has been identified. Carter, Wedd, and 
D’Abrera’ found several strains of the Tyroglyphus (cheese- 
mite) group in the sputum of patients with eosinophilic 


lung, but their observations have not yet been confirmed by 


others. The mites are, so far as is known, non-parasitic 
types such as normally are found in stored products, debris, 
etc. On the other hand, disease of the lungs due to para- 
sites is known to occur in certain animals, including 
monkeys ; and the possibility of similar infestation in man 
cannot by any means be ruled out. Coccidioidomycosis 
is known to be associated with lung symptoms and 
eosinophilia, but no mycelium has been found in associ- 
ation with tropical lung. 

The signs and symptoms of the disease are variable. In 
most cases an initial fever is followed by a dry cough 
which gradually becomes more severe. Often the clinical 
picture becomes that of a patient with asthmatic bronchitis, 
and the symptoms tend to be worse at night and to respond 
to adrenaline. If untreated, the fever subsides in a few 
weeks, but the lung symptoms may persist and become 
chronic. In some cases, however, both fever and pul- 
monary symptoms may be entirely absent, and the con- 
dition is one of vague ill-health until examination of the 
blood establishes the diagnosis. 

Eosinophilia occurs in all cases. The total white count is 
usually over 20,000 per c.mm. and can be much higher, and 
the percentage of eosinophils commonly in the region of 
90. There is no gross change in the red cell count. The 
spleen is usually palpable. In febrile patients with pul- 
monary symptoms x-ray changes are the rule. Films 
usually show discrete lesions 2 to 5 mm. in size situated 
especially round the lung roots and bases. Even in 
untreated cases this x-ray picture tends to vanish spon- 
taneously. But the x-ray appearances of the lung may be 
normal throughout in cases in which a firm diagnosis of 
tropical eosinophilia can be made by the blood count and 
the response to treatment. Neoarsphenamine or its allied 
compounds appears to be remarkably successful, and some 
four to six injections usually suffice to effect a cure. The 
specific nature of arsenical therapy was accidentally dis- 
covered during the treatment of a patient suffering from 
the dual complaints of syphilis and tropical eosinophilia: 

Loeffler’s syndrome presents many similarities to the 
condition described above, but there is doubt whether they 
both are the same or different diseases. -Loeffler’s syn- 
drome differs in that it occurs in dry and temperate 
climates and tends to be mild and transient and to recover 
rapidly and spontaneously ; on the other hand, eosinophilia 
and x-ray changes in the lungs are common. Until the 
aetiology of the two conditions has been worked out their 
relationship to one another must remain undecided. 

Europeans returning from India may, it should be 
remembered, be suffering from tropical eosinophilia. A 
high eosinophilia in the absence of intestinal parasites or 
other obvious cause would seem to justify treatment with 
arsenic. 


5 Ind. med. Gaz., 1944, 79, 163. 


The Lloyd Roberts Lecture, 1946, under the auspices of 
the Royal Society of Medicine, will be delivered at 1, Wim- 
pole Street, W., on Monday, Oct. 28, at 3 p.m., by Field-Marshal 
Viscount Montgomery of Alamein, the subject being “ Morale: 
with Particular Reference to the British Soldier.” Admission 
will be by ticket only, which will not be issued until early 
October. 
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DEVASTATED MEDICAL LIBRARIES 


The Minister of Health attended at the Royal Society. of 
Medicine on May 17 to give his blessing to a project for 
sending microfilm reproductions of medical literature pub- 
lished during the war years, of sufficient continuity to be 
instructive in the subjects with which they deal, to replenish 
the devastated medical libraries of Europe. Mr. Bevan spoke 
appreciatively of the natural apprehensions of publishers in 
this connexion, but he thought it would be easy to obtain 
assurances from the recipients of the microfilms that they 
would not be used for piratical purposes in the countries con- 
cerned. Medical learning in these courtries, he said, was 
suffering not only from the loss of libraries representing the 
accumulations of the past, but also from the fact that for six 
years it had been impossible to keep abreast of medical publi- 
cations elsewhere, and he thought the project must appeal to 
every civilized intelligence. 

Dr. N. M. Goodman, medical director of U.N.R.R.A., said 
that in his contacts with medical men on the Continent during 
the last twelve months, when he asked them what was their 
greatest need, their almost invariable reply was “ To be brought 
up to date.” These doctors had been cut off from Western 
medicine, and many of their libraries had been destroyed. He 
remarked to the director of the university dermatological clinic 
in Warsaw: “At least you have got your records and text- 
books,” and the reply was: “ Yes, but I had to take seven 
trips through the German lines to preserve them.” In country 
after country there had been most serious deprivation. Medical 
schools complained that their libraries were not up-to-date, no 
books or periodicals having been received since 1939. Educa- 
tional rehabilitation was not within the province of U.N.R.R.A. 
All it could do in this direction was to supply what he called 
“ad hoc literature "—directions, for example, on the use of 
penicillin or D.D.T. or whatever was supplied. Some 21 
journals were needed, two-thirds of them American and one- 
third British, but there was no possibility of filling the British 
quota owing to shortage here, and it was obviously undesirable 
that the vacuum should be made up solely by the publications 
of one country. 

A number of representatives of other countries then spoke 
briefly. The Yugoslav Ambassador, M. Leontitch, declared that 
in the University of Belgrade “ not one book remains.” Count 
Reventlow, the Danish Minister, said that his country had not 
suffered nearly as much as others, but it welcomed the oppor- 
tunity of renewed contact with British and American culture. 
The Polish Chargé d’Affaires, M. Winiewicz, described the great 
destruction in Warsaw, where, before the war, the medical 
libraries contained half a million volumes. One of them, in 
the Ministry of Health, was now being reassembled, book by 
book, from second-hand shops. The First Secretary of the 
Netherlands Embassy said that not only had the libraries of 
Holland suffered from bombing and fire, but many doctors 
who had had to go into hiding had been deprived by a spiteful 
enemy of their library as well as of their other possessions. 
Prof. Soloviev, head of the Soviet Red Cross in London, repre- 
senting the U.S.S.R. Embassy, and a representative of the 
Czechoslovak Embassy spoke in similar terms. A representa- 
tive of the French Embassy said that in France the medical 
libraries, with one exception, had escaped major destruction 
in the war, and France would be quite ready to do what it 
could to fill gaps in other countries. Dr. Lynne A. Fullerton, 
representing the United States Embassy, was sure that the 
remarks of the Minister of Health, which he would transmit 
to the Surgeon-General, would be received sympathetically in 
America. 

Sir Stanley Unwin said on behalf of his fellow publishers 
that there was not the slightest need for any personal appeal 
to them to do what was necessary. On the other hand, the 
question of copyright did arise, and the matter must be done 
in proper form. He was uncertain of the attitude of the Royal 
Society of Medicine on this question of copyright, but obviously 
the Publishers Association could not give away the property 
of its members to anyone ; it was not theirs to give. If properly 
approached he was sure that those concerned would take the 
same attitude as they had done when approached by societies 
representing the blind, in which case permission was at once 


given. He reminded the meeting that literary property was 
just the same as any other property, and permission was 
required for its use. The hon. librarian of the Royal Society 
of Medicine gave the assurance that everything required would 
be done to secure the necessary permissions before microfilming 
took place, and the meeting closed with expressions of general 
approval of the scheme. 


HEALTH SERVICE FORESHADOWED IN NORTHERN 
IRELAND 


The Minister of Health of Northern Ireland (Mr. William 
Grant) has announced that the Government will accept financial 
responsibility for providing a site for a new hospital to serve 
Londonderry and the north-west area. The Parliamentary 
Select Committee on Health Services recommended extension 
and improvement of the hospital arrangements in the north- 
west, and the question has been discussed with representatives 
of the few hospitals and local authorities concerned. The 
advice tendered to the Ministry is that the hospital needs of 
Londonderry and the north-west are urgent and can best be 
met by setting up a new provincial hospital of between 400 
and 500 beds on the outskirts of Londonderry. It is con- 
sidered that no further building work should be undertaken at 
the city and county hospital in the town and also that the 
Waterside Hospital should not continue indefinitely as a general 
hospital. The most immediate need is for maternity accom- 
modation, and as soon as the site of the new hospital is chosen 
and the general plan agreed, work will be started on a maternity 
wing or block. 

The scheme will eventually form part of the framework of 
the Government's plan for a comprehensive health service for 
Northern Ireland: The Minister, in a speech at Londonderry, 
stated that the time was approaching when there would neces- 
sarily be a substantial alteration in the scope, and perhaps the 
administration, of health services. He could give no indication 
of the Government's policy in the matter, but the Government 
was, of course, examining the proposals for England and Wales, 
and was determined that Northern Ireland should have a suit- 
able health service no less efficient than the corresponding 
service in Great Britain. He could not say what authority or 
authorities would in future be responsible for the provision and 
administration of the hospital service, but in the meantime the 
Government would take financial responsibility for initiating 
this development at Londonderry. He made it clear that this 
assistance was not necessarily the only help which the Govern- 
ment would give towards meeting the cost of the new hospital. 
That cost would fall to be met under the general arrangements 
for the National Health Service when these were formulated. 
The most urgent need in Northern Ireland to-day was housing, 
and it would be some years before the hospital could be com- 
pleted, but it would be so planned that the maternity section 
could proceed without delay. ; 

The north-west of Ireland is poorly supplied with hospitals. 
The city and county hospital, Londonderry, has about 100 beds, 
the Tyrone county hospital, Omagh, is of about the same size, 
and there are district hospitals at Limavady and Strabane and 


a cottage hospital at Coleraine. 


MATERNITY PROVISION IN N.E. ENGLAND 


The fourth annual report of the North-Eastern Regional Hos- 
pitals Advisory Council, which promotes surveys of hospital 
facilities and ancillary needs in the counties of Northumber- 
land and Durham and part of the North Riding, contains a 
memorandum on maternity service provision in this region. 


The standard of institutional maternity provision suggested by the 
Ministry of Health is understood to be 50% of births, but there is 
a general feeling that the standard is too low, and that the desirable 
provision is more nearly 70%. But even by the lower standard, 
and reckoning one bed to serve 20 births in a year, six of the eight 
county boroughs in the region have too few beds, another—Tyne- 
mouth—has a small surplus, and Newcastle has a surplus of 170 
beds, but many of these are temporary, cannot be kept open 
indefinitely, and may be closed quite soon. County Durham shows 


— 
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the most marked deficiency; the county council is said to be keenly 
alive to the gravity of the problem and the need for the immediate 
provision of additional maternity accommodation. The position in 
the North Riding is also disquieting, but the county council is 
understood to have a scheme for the provision of a new maternity 
hospital of 80 beds, and the local authority at Middlesbrough is 
also desirous of increasing its provision from 50 to 150 beds. 

The facilities for training midwives in this region are also generally 
regarded as inadequate. Part I training is provided at a number of 
hospitals, but the quality of the entrants is poor, and greater 
encouragement needs to be given to local authorities and hospitals 
generally to give Part I training. The more serious deficiency, how- 
ever, is in Part II training. The only Part II training now given is 
in Newcastle, Sunderland, and Darlington, and by the Northumber- 
land County Nursing Association. It is remarked that the Central 
Midwives Board appears to discourage the same hospital giving both 
parts of the training. There is a strong feeling that local authorities 
already giving Part I training should also be encouraged to give 
Part II. 

An interim report by the Newcastle Hospital Centre Joint Com- 
mittee on the allocation of a hospital centre on eight acres of land 
lying north-west of the Royal -Victoria Infirmary, Newcastle; a 
report on the five-year programme of the Health Committee of the 
city and county of Newcastle, including a scheme for the develop- 
ment of Newcastle General Hospital; and a memorandum by the 
county medical officer of Northumberland on general hospital 
accommodation in the county are appended to this document. 


FIRST AID ON THE HIGHWAY 


The Standing International Commission on Highway First Aid has 
hela its first meeting since the war. It was convened at the head- 
quarters of the League of Red Cross Societies in Geneva under the 
chairmanship of its founder, Dr. P. Behague, vice-chairman of the 
French National Union of Touring Associations. This commission 
was established fifteen years ago and is composed of representatives 
of the major international touring and automobile organizations, 
the League of Red Cross Societies, the International Red Cross 
Committee, and certain national Red Cross Societies. Before 
World Wa: II it fostered the establishment of first-aid posts on 
highways and issued rules for their organization. In addition to 
Dr Behague and M. de Rouge, Secretary-General of the League, 
the following persons attended the meeting: M. E. Dronsart, Direc- 
tor-General of the Belgian Red Cross; M. P. Duchaine, Secretary- 
General of the International Touring Alliance, President of the 
Belgian Touring Club; Dr. E. Mende, delegate of the International 
Association of Recognized Automobile Clubs, central president of 
the Swiss Automobile Club ; Mr. G. Milsom, Under-Secretary-General 
of the League of Red Cross Societies; Prof. E. J. Pampana, director 
of the Health and Relief Bureau of the League; M. J. Pictet, 
Assistant Secretary-General of the International Committee of the 
Red Cross; Col. E. Primault, Director-General of the Swiss Auto- 
mobile Club, vice-chairman of the technical committee of the Inter- 
national Association of Recognized Automobile Clubs. 

The Commission adopted a number of resolutions, advocating the 
more efficacious prosecution of the campaign against road accidents 
and the provision of the most modern therapeutic aids for injured 
people. The Commission has recommended the establishment in 
the various countries of traumatology services whither road victims 
could be transported directly and given every possible medical assist- 
ance, radiological examinations, special surgery, penicillin, blood and 
plasma transfusion, and adequate treatment for shock, burns, or 
complicated fractures. Furthermore, the Commission desired to see 
closer co-operation between the Red Cross and the touring and 
automobile organizations. 


Many of the Red Cross and St. John ambulances carry on the 
work for which they were given in wartime. They now render a 
vital service to the community, especially in rural areas where prob- 
lems of moving patients from home to hospital are often difficult. 
This service of invalid transport has grown to greater dimensions 
as a result of the 1939-45 war. Expansion of the services is develop- 
ing in various parts of the country, and the St. John and Red Cross 
Home Ambulance Service is able to meet additional local needs 
because it has recently received nearly 500 ambulances no longer 
required for war service. Since its inception the service has carried 
hundreds of thousands of patients, either iilness or accident cases; 
before 19:4 there was practically no ambulance service for the 
civilian popuiction. The headquarters of the St. John and Red Cross 
Home Ambulance Department at 12, Grosvenor Crescent, London, 
S.W.1, is a central bureau of information on all matters relating 
') ambulance tensport. With the recent additions its fleet of 
vehicies now numoers nearly 1,000. 


Reports of Societies’ 


RADIOLOGY IN THE NATIONAL HEALTH SERVICE 


The Section of Radiology of the Royal Society of Medicine, 
with Dr. W. M. Levirr in the chair, devoted its meeting on 


May 17 to a consideration of the place of radiology in the . 


National Health Service. 

Dr. S. COCHRANE SHANKS claimed that radiologists should 
have “a finger in as many pies as possible,” not only in the 
hospital, but in the Central Health Services Council, the 
regional hospital boards, the hospital management comniittees, 
and even the health centres if these had x-ray installations. 
The Central Council was to consist of 41 members, 15 of whom 
must be medical practitioners, and radiologists should press 
strongly for one of these places on the ground of the import- 
ance of their specialty to all other branches and the magnitude 
of their work in the hospital. They should also have a footing 
in the regional hospital board. One solution might be to give 
the chicf radiologist administrative authority in the region, but 
such a man might not have administrative ability, and a better 
arrangement would be to have a committee elected by the 
regional radiologists, such a committee to have a say in appoint- 
ments and in such matters as the bulk ordering of equipment. 

In the executive part of the service radiologists should be 
eligible to serve on committees of management of the hospital 
and to take part in the management of the medical school. 
The radiotherapy of malignant disease should be carried on in 
well-equipped centres, which would naturally be the university 
centres—a simple matter in the Provinces, but not so simple in 
London with its twelve teaching hospitals. Here some dilution 
of the concentrated doctrine of the therapist might be necessary, 
with therapy centres in each teaching hospital, but linked 
together for staffing, research, and record purposes. Radiolo- 
gists should rank equally with their colleagues on the consultant 
staff, which meant more than the possession of a diploma—the 
D.M.R. was simply a stage in the process. In the initial stages 
of the service there would be but one yardstick—trecognition by 
his compeers that a man was de facto of consulting rank. 
Where there was a private wing in a hospital it seemed only 
right that the hospital radiotherapist should have the privilege 
of treating private patients. The case of the diagnostician was 
more complicated, as so much of his work was with out-patients. 
In future there would be an inevitable diminution of private 
work, and with the mounting cost of installations few radio- 
logists would care to face the expense of private consulting- 
rooms and would be driven to do their private work at hospitals. 

The radio!ogist should have effective charge of all the x-ray 
services of the institution in which he worked. There was a 
growing tendency in diagnostic departments to “ nuclear fission, 
particularly under the impact of orthopaedic neutrons.” If 
there were subsidiary units, such units and the radiographers 
working in them should be part of the main department and 
under the direction and control of the radiologist, and every 
film taken in the subsidiary unit should be seen and reported 
on by the radiological staff. As to academic status, radiologists 
were called upon to do little undergraduate teaching, but post- 
graduate teaching was a different story. In London there were 
about 80 postgraduates under training this year for the D.M.R. 
A chair of radiotherapy was established in London, but there 
should also be a professor of x-ray diagnosis, and professors 
in these subjects should be established in other university 
centres wherever systematized postgraduate instruction § in 
radiology was given. The distribution of radiology in the 
future would be not only in teaching and in district hospitals 
but also in cottage hospitals, special hospitals, health centres, 
tuberculosis clinics, and mass radiography units, as well as in 
domiciliary service in the patient's home. Dr. Shanks expressed 
the view that 2,000 radiologists might be necessary to carry out 
the service of the future—a multiplication of present numbers 
by three. 

Need for More Radiologists 

Dr. A. E. BARCLAY wrote agreeing with Dr. Cochrane Shanks 
that an adequate radiological service on a consultant basis 
would need three times the present number of radiologists. 
Nothing had impressed him more during the war than the 
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need for more radiologists. It had been distressing to see men 
endeavouring to cover more work than could properly be 
accomplished and being compelled to delegate far too much 
to the radiographer. : 

Dr. RICHARD Fawcrirr described the results of a questionary 
which he had addressed to a number of his fellow radiologists 
in non-teaching hospitals in different parts of the country. 
Most of the radiologists of whom inquiry was made—30 out 
of 35—served more than one hospital ; a number served far 
too many hospitals, occasionally in more than one county. 
The overwhelming majority of those approached carried out 
private practice at their hospitals. In the larger number of 
non-teaching hospitals, radiotherapy, except for superficial 
work, such as the treatment of skin conditions, was seldom 
justified unless under the direct supervision of a member of 
the staff of a recognized therapy centre, usually a university 
centre. Normally the non-teaching hospitals, particularly the 
smaller ones, had no physicist, and in many cases only 
restricted pathological facilities. They were accordingly often 
not in a position to make a diagnosis of—let alone to treat— 
cases requiring deep therapy and radium. This view was 
endorsed very widely by those whom he had approached. 

Dr. G. B. SteBBING said that in the Bill the composition of 
the regional hospital board was left vague; they should do 
ali they could to see that the board was composed of people 
really expert in hospital management. As to the functions of 
local management committees, he recognized that local govern- 
ment hospitals were as a rule inferior to voluntary hospitals 
owing to over-centralization of management. The management 
committees in local authority hospitals should have as much 
power as voluntary hospital management committees had now. 
One of the reasons why there should be more radiologisis was 
the consultant status of the radiologist; the best service would 
never be obtained until consultations took place in front of the 
patient instead of on the basis of reports. 

Dr. WHatety Davipson said that it was wrong to think of 
treatment or investigation of patients in terms of standardiza- 
tion. The only standardization which was justifiable was the 
establishment of minimum standards of staffing and equipment. 
He was quite certain that radiological control of technique was 
essential. Dr. A. S. JoHNSTONE said that large numbers of 
highly trained young men in medicine who had had adequate 
hospital experience were frightened off diagnostic radiology 
because they had to turn back and take their physics over 
again. He suggested that some of the knowledge of physics 
demanded of the radiologist was unnecessary. In a_ well- 
planned department there should be sufficient radiologists for 
each to be attached to one physician or surgeon or to a special 
department and to carry on consultation work within his own 
orbit. 

Dr. Grace BaTTeN agreed with Dr. Stedbing as to the dis- 
advantage of over-centralization as seen in local authority 
hospitals. It often meant that no notice was taken of the 
opinion of the person on the spot. It ought to be insisted that 
full account be taken of local expert opinion so that really 
essential matters were not liable to be set aside by lay people 
who knew nothing about the subject. Radiologists should 
insist on the localization, not the centralization, of authority. 
Dr. H. C. H. Butt referred to the conditions in Sweden, where 
the rule was for the radiologist himself to see every patient. 
Radiology, he said, held a higher position in Scandinavia than 
it did in Great Britain. In Scandinavian provincial hospitals 
the first specialist to be appointed was the surgeon, but the 
second was the diagnostic radiologist. 

The Presipent (Dr. Levitt) said that evidently all was not 
well in the realm of radiology. Whether the proposed new 
scheme would remedy matters remained to be seen, but there 
was this to be said for a planned service, that the responsibility 
did rest with one person. He felt that the introduction of a 
service with responsibility centralized did at least offer the hope 


of a remedy. 


The British Standards Institution has recently issued specifications 
for high carbon steel cylinders and manganese steel cylinders for 
the storage and transport of carbon dioxide, nitrous oxide, and 
ethylene. Copies of these British Standards No. 1287 and No. 1288 
may be obtained from the British Standards Institution, 28, Victoria 


Street, S.W.1, price 2s. each post free. 


Correspondence 


Correction of Medical Register 

Sir,—I am desired by the Returning Officer to say that voting 
papers for the purpose of the election of five members of the 
General Medical Council to represent the registered medical 
practitioners resident in England were issued on May 28 to all 
practitioners having registered addresses in England ; and that 
the authorities of the Council would be glad if any such practi- 
tioner who did not receive a voting paper would communicate | 
with the office of the Council (44, Hallam Street, London, W.1), 
in order to ascertain that his address is correctly entered in the 
Medical Register—\ am etc., 

C. WESTON, 
London, W.1. for Registrar. 


Epidemiology of Influenza and Cholera 


Sir,—My attention has recently been drawn to your anno- 
tation (Aug. 7, 1943, p. 175) on “ The Nature of the Influenza 
Virus,” in which you write that one of the great mysteries in 
the epidemiology of influenza is the mechanism whereby the 
virus survives through long interepidemic periods. At the 
same time you refer to the then recent work of Shope (J. exp. 
Med., 1943, 77, 111) on swine influenza and express the opinion 
that the most interesting feature of Shope’s work is his demon- 
Siration that swine influenza virus, while in the lung-worm, 
exists in a masked form and is totally non-infective until 
awakened to activity by some provoking stimulus. You state 
that Shope thinks that the onset of a swine epizootic is deter- 
mined, not by the acquisition of the causative virus, but by 
meteorological o: physical conditions which favour virus acti- 
vation, and express the opinion that it would be unwise to 
ignore the possibility of a similar mechanism existing in human 
beings. Finally, you draw attention to the fact that human 
epidemics, like swine epizootics, usually occur during a par- 
ticular season of the year and that epidemic foci often arise 
simultaneously and apparently independently, suggesting some 
activation of previously acquired infection rather than direct 
case-to-case transmission. 

In their joint investigation into the bacteriology and epi- 
demiology of cholera in the Asansol Mining Settlement, Bengal, 
on behalf of the Indian Research Fund Association and the 
Calcutta School of Tropical Medicine, Tomb and Maitra (/ndian 
med. Gaz., November, 1926, p. 537) arrived at a conclusion 
regarding the epidemiology of cholera in close accord with 
that subsequently arrived at by Shope regarding swine influenza. 
In an article entitled “ A New Conception of the Epidemiology 
and Endemiology of Cholera” (/ndian med. Gaz., February, 
1927, p, 61) they wrote as follows: 

“We have therefore been driven to the inevitable conclusion 
that the non-agglutinating (non-infective) vibrio takes on the 
agglutinating (infective) characteristic under certain biochemical- 
physical conditions [often seasonal] in the human intestine, the nature 
of which is at present unknown, and in this mutation or infective 
form is the cause of epidemic cholera. . . . Non-agglutinating (non- 
infective) intestinal vibrios, therefore, in our opinion constitute the 
reservoir of cholera both epidemic and endemic. 


In the previous article (1926) they also wrote: “ During our 
investigations in the Asansol Mining Settlement we have met 
with several outbreaks of epidemic cholera in distant and 
isolated villages the inhabitants of which had not been in con- 
tact either recently or remotely with any case of epidemic 
cholera. Spontaneous outbreaks of epidemic cholera have also 
been noted by other observers in other localities. Hitherto the 
explanation of such outbreaks has been that they owed their 
origin to some carrier of Koch’s (infective) vibrio who existed 
unknown in the community. Our suggested explanation of such 
outbreaks now is that owing to favouring circumstances [often 
seasonal] the non-agglutinating (non-infective) vibrio changes 
into the agglutinating or epidemic form in one of the numerous 
chronic carriers of non-agglutinating vibrios in endemic areas 
[such as the Mining Settlement], the epidemic spreading in t>e 
usual manner by contamination of water and by contact.”— 
I am, etc., 


Sydney, N.S.W. J. WALKER Toms. 
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Hernia and Strain 


Sir,—During the last five or six years it fell to my lot to 
operate on large numbers of recently acquired inguinal herniae 
in young men. Not infrequently the history was of the sudden 
appearance of a swelling in the groin consequent upon some 
particular effort. In these cases it was no uncommon thing 
to find, after removal! of the sac, that the internal ring was 
much enlarged, and on displacement of the cord it was apparent 
that this enlargement was caused by an actual tear of the 
transversalis fascia, which extended through the thickened inner 
margin of the ring for a variable distance across the canal. The 
. tear exposed the deep epigastric and iliac vessels and allowed 
a finger-tip to slip back quite easily into the extraperitcneal 
cellular planes of the pelvis. Moreover, its edges were clearly 
defined, and a single line of suture uniting them was sufficient 
to restore the normal anatomy of the canal. Oddly enough, 
the resulting hernia was not always “ direet.” Protrusion still 
took place laterally to the deep epigastric vessels, which, of 
course, offered no resistance and were displaced medially. 

Obviousiy, with a lesion of this kind the first step towards 
cure after removal of the sac must be directed towards closing 
the tear, preferably with unabsorbable material. To hope for 
success by building up a barrier at an anterior level would be 
on a par with trying to keep the horse in the stable by shutting 
the yard gate. The other point that arises in connexion with 
these cases concerns liability. I believe that with a clear historv 
and the operative findings which I have described the surgeon 
would have no choice but to describe the lesion as “ attribu- 
table.”"—1I am, etc., 


London, W.1. STEPHEN POWER. 


The Catheter and the Prostate 


Sir,— Mr. Wilson Hey. states (May 18, p. 757) that the mor- 
tality rate in 565 consecutive cases of prostatectomy performed 
by him was 4.3%, and also that “suprapubic drainage for 
any form of prostatic obstruction should be abandoned.” It 
is a matter of historical interest and clinical significance (En- 
largement of the Prostate, Freyer, 5th edition) that the late 
Sir Peter Freyer performed 1,337 prostatectomies, every one 
of which had suprapubic drainage, with a mortality rate of 


4.77% .—I am, etc., 
CLIFFORD MORSON. 


Suprapubic Drainage of Bladder 


Sir,—As the controversy over the merits or demerits of blind 
(trocar) or open exposure of the bladder appears to be resolv- 
ing itself into a matter of “ozs’.” capacity of the bladder or 
its “cms’.” distance from the upper border of the symphysis 
pubis, variously estimated by the anatomist or the surgeon, 
surely what matters materially is the danger element—the peri- 
toneum. The trocar method merely has a dramatic appeal, 
despite its occasional failure or subsequent obviously possible 
complications of a serious or even fatal nature. The latter 
method should have a greater appeal to the operator well 
acquainted with anatomy, in that its simple technique under 
local anaesthesia is a “ precise’ operation, requiring very few 
minutes. in its performance. The late Mr. Wilfred Trotter 
instilled the teaching, “When you operate, do something 
definite,” and again insisted upon “ exposing the danger in the 
field of operation,” and “so avoiding it during the subsequent 
steps of the operation.” Bearing this in mind, the choice of 
open operation is undoubtedly the more safe procedure.—I 
am, etc., 

Bridgwater. 


G. C. SNEYD. 


Treatment of Syphilis 


Sir,—In your leading article entitled “ Progress in the Treat- 
ment of Syphilis” (May 18, p. 766) you state that “60 mg. 
mapharside is the equivalent of 600 mg. neoarsphenamine.” I 
am aware that this statement has been made before, but I should 
like to know on what grounds, because (1) you say that if one 
injection is given per week neoarsphenamine (600 mg.) is 
superior to mapharside (60 mg.), and (2) in the only straight 
comparison between the two drugs of which I am aware—the 
5-day intensive method—about three and a half times as much 
neoarsphenamine as mapharsen was required to produce equal 


results. Your reference to “the poverty of the data recorded 
in papers from this country ” is hardly fair on British syphilolo- 
gists because (1) penicillin was not available for the treatment 
of syphilis in this country nearly so early as it was in the 
U.S.A., and (2) we hesitate to publish until we are sure of our 
ground. 

Incidentally you make no reference to the brilliant work of 
Nicol ef al. in the malaria treatment of G.P.1., which in my 
opinion is far more valuable than the report of a committee 
in 1940 which you quote. I worked in the closest co-operation 
with the Americans during the war and saw their methods both 
in England and in the U.S.A., and consequently have the 
greatest admiration fer them, but I see no reason why you 
should disparage our own workers by making “ odorous” 
comparisons.—I am, etc., 


Ashford, Middlesex. T. E. OsmMonpD. 


Sir,—May I venture to point out that your leading article 
on progress in the treatment of syphilis (May 18, p. 766) does 
less than justice to the contributions of British workers. No 
one would wish to minimize the achievements of our American 
colleagues, but it is difficult to avoid the feeling that you, Sir, 
have perhaps been over-impressed by the mere wholesale scale 
of their experiments. Is there any real justification for credit- 
ing the Americans with “greater grasp of the principles of 
drug action” than workers in this country? You praise them 
for having already by 1944 published results in 1,418 cases of 
early syphilis treated with penicillin,’ and lament the paucity 
of data from this country. These 1,418 cases were treated by 
total dosage schedules ranging from 60,000 to 1,200,000 units— 
that is, ranging from grossly inadequate to inadequate—and 
you point out that high hopes had later to give way to more 
modest expectations. I find it difficult to share your enthusiasm 
for an experiment in which 1,418 patients were used in order 
to point the moral which was reached by ourselves’ in the 
same year with only 5 patients—namely, that 1,200,000 units 
is probably insufficient for cases of early syphilis; in other 
words, that 1,418 patients had been inadequately treated by a 
substance which could quite safely have been given in con- 
siderably higher doses. Let us hope that your enthusiasm 
for this experiment will not encourage similar methods of 
investigation in Britain. 

Again, you write that it is not very surprising that it was 
the Americans who first discovered the value of penicillin in 
syphilis. Indeed it is not very surprising, since it was in the 
United States alone that sufficient penicillin could be spared 
in 1943 for trials in human syphilis. It is, however, unjust to 
give exclusive credit to American workers for this develop- 
ment of penicillin therapy. The initial discovery of the activity 
of penicillin in spirochaetal infections in laboratory animals 
was made in Liverpool in August, 1942. The late Prof. 
Warrington Yorke made no secret of this information, or of 
its significance for human syphilis, during his visit to the 
United States on behalf of the Ministry of Supply in September 
and October, 1942. It was mentioned in the published annual 
report of the Liverpool School of Tropical Medicine for the 
year ending July 31, 1943,’ and full details were given in the 
Annals of Tropical Medicine and Parasitology for December, 
1943.* It was in the latter month that the American announce- 
ment was made of successful trials in man.’ Now it is well 
known that during this period—August, 1942, to December, 
1943—there was the utmost stringency in the allocation of 
penicillin in this country on account of the need for conserving 
stocks for the treatment of battle casualties in the impending 
invasion of Europe and elsewhere. In the United States, on 
the other hand, penicillin was already available in relative 
abundance during this period, thanks to activities aroused there 
by the visit of Sir Howard Florey in 1941. It is for these 
reasons that we need not be surprised that it was the Americans 
and not ourselves who were to follow the lead given by the 
prior discovery of the activity of penicillin in experimental 
spirochaetoses. 

In your recapitulation of the development of intensive 
schemes of treatment the impression is conveyed that this 
has been an exclusively American field of enterprise. (You 
quote eight American and no British papers in this connexion.) 
May I remind you of at least one scheme of intensive therapy 
which was initiated in this country. For more than 20 years 


| 


‘ 


BRITISH MEDICAL JOURNAL 


ADVERTISEMENT 


2 


‘TABLOID’ 


BRAND 


METHYL THIOURACIL 


FOR THE 
TREATMENT OF THYROTOXICOSIS 


suggests that Methyl Thiouracil is the 
most satisfactory thyroid-inhibiting com- | 
pound yet investigated, being well 
tolerated and with little tendency to 
produce thyroid hyperplasia and 


increased vascularity. 
Issued in strengths of 0-1 gm. and 0-2 gm., 
each in bottles of 100 and 500 


bra 


BURROUGHS WELLCOME & (0. 


(THE WELLCOME FOUNDATION LTD.) 


PENICILLIN 


We take pleasure in announcing the 
introduction of the following range of 
Penicillin preparations for external and 
parenteral use :— 


Penicillin (sodium salt) in vials containing 
100,000 i.u. 

Penicillin (sodium salt) in vials containing 
200,000 i.u. 

Penicillin (calcium salt) Lozenges 500 i.u., 
tubes of 20. 

Sterile Penicillin Suspension (calcium salt) 
125,000 i.u. per c.c., in 10 c.c. vials. 

Sterile base for Penicillin Cream in jars 
of 25 grammes. 

Apyrogen, Pyrogen-free Sterile Distilled 
Water, in 10 c.c. ampoules. 


A twenty-four hour dispensing service 
is in operation at Allen & Hanburys Ltd., 
7, Vere Street, London, W.1. for the 
supply of extemporaneous preparations of 
Penicillin. 


ALLEN & HANBURYS LTD, LONDON.E.2 


Ribena therapy 
in infective diseases 


In all acute febrile illnesses the bodily demand for 
vitamin C is greatly increased and should be met 
by an extra-dietary supply. Extensive experimental 
work has led to the view that the vitamin plays a 
vital réle in the defence mechanisms of the body, 
though its exact mode of action has not yet been 
elucidated. In diphtheria, scarlet fever, rheumatic 
fever and puerperal fever, Ribena is particularly in- 
dicated, its glucose content being of advantage as a 
cardiac stimulant. 

Ribena Blackcurrant Syrup is also particularly 
apposite to conditions of high temperature since it 
can be administered, suitably diluted, as a cooling 
drink. 

With its standardised content of not less than 20 mg. 
ascorbic acid per fluid ounce, the physician can be 
assured of a satisfactory vitamin C intake ; plus the 
lesser known factors 
associated with the 
vitamin in its natural 
form. 


[BLACKCURRANT SYRUP 


H.W. CARTER @ CO.LTD., THE OLD REFINERY. BRISTOL 2 


Maintaining the alkali reserve 
may call for alkalization beyond 
that which diet alone can provide. 
In such cases, as in febrile conditions, 
and during sulphonamide medication, 
the use of Alka-Zane will prove definitely 
helpful, 


Composed of the four principal bases of 
the alkali reserve—sodium, potassium, 
calcium and magnesium—in the readily 
assimilable forms of carbonates, citrates 
and phosphates, Alka-Zane serves. the 
dual purpose of alkalization and fluid 
intake. A teaspoonful of Alka-Zane in a 
glass of water or added to fruit juices or 
milk, makes a zestful, refreshing drink, 


Sod. Bicarb. 48%, Pot. Bicarb. 7%, Ac. Cit 
24%, Sod. Cit. 12%, Calc. Phosph. 3.5%, 
Mag. Phosph. 3.5%, Calc. Glycerophosph. 1.6% 


ALKA-ZANE 


WILLIAM R. WARNER & CO. LTD. 
POWER ROAD, CHISWICK, LONDON, W.4 
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Manufactured under the auspices of the Ministry of Supply 
will be commercially available to the consumer as from 
June Ist, 1946. 


Single Vials of 100,000 international units - 2/9d. 
Boxes of 10 Vials of 100,000 international units 27/6d. 
Single Vials of 200,000 international units - 4/9d. 
Boxes of 10 Vials of 200,000 international units 47/6d. 
Single Vials of 500,000 international units - 10/6d. 
Single Vials of 1,000,000 international units - 20/0d. 
SUBJECT TO USUAL DISCOUNTS. 


INFORMATION 

Details of preparations of Penicillin wiil be published in the 
near future. In the meantime we should be pleased to 
receive all enquiries regarding Penicillin and to supply 
information on its clinical applications. 


PHARMACEUTICAL SPECIALITIES 
(MAY & BAKER) LTD., DAGENHAM 


gi27 


Nylon monofilament 
sutures are resilient... 


and can be coiled or sewn without kinking. They are 
easily sterilised, non-irritant and have excellent wet 
strength, remaining unaffected by steam or water at the 
highest temperatufes normally required for sterilising. 
Your usual Medical Supply House will forward 

a pattern card on request. 


IMPERIAL CHEMICAL INDUSTRIES LIMITED 
LONDON, S.W.1 


P.N.29 


PENI Glaxo 


The normal output of the Glaxo penicillin plant 
at Barnard Castle, Co. Durham, is of exceptionally 
high purity, and considerably over 1,000 units . 
per mgm. For the freeze-dried material, storage 
in a cool, DRY place is all that is necessary, al- 
though storage in a refrigerator is ideal. 


PENICILLIN Glaxo 
(Dry sodium salt, for injection in aqueous solution) 


100,000 units - - - - 29 100,000 units each - - - 27/6 
200,000 ,, - - - 49 200, - - 476 
500,000 ,, - - - 106 500,000 ,, © - - 105/- 
mega (1,000,000) units - - 20/- 1 mega (1,000,000) units each-  200/- 


PENICILLIN SUSPENSION Glaxo 


(For intramuscular injection. 200,000 units per cc. of calcium 
salt in oil and beeswax) 10 ce. vials 


*MYCOLIN’ LOZENGES 


(For oral use. Each lozenge contains 1,000 units of calcium 
penicillin.) Tubes of 20. Bottles of 500. 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 


Improved 


Pregnavite formula 
Increasing knowledge of the special requirements 


of pregnancy and lactation in relation to modern 
diets has indicated the desirability of additions to 
the already successful Pregnavite formula. These 
consist of 


NICOTINAMIDE 
and VITAMIN E 


Pregnavite has been specially designed to provide 
vitamins and mineral salts which are most 
commonly lacking from the diet of the pregnant 
woman and in those quantities found by dietary 
surveys’ and by experience to be best for the 


purpose. 
*, Food, Health and Income, Macmillan, 1936. 


Under the new formula the recommended daily 
dose provides :— 


Vitamin A 4,000 i.u. ; Vitamin D 300 i.u. | Iron 68 mg. 
B, 200 i.u. EB 3 
a-tocopherol ine 
25.0 mg. 1.0 mg. | Copper } P-P.m. 
Vitamin C 400i.u.| Calcium 160 mg. 


Pregnavite 


| The comprehensive dietary supple- 
ment for preqnancy. 
Further particulars from Vitamins Ltd. (Dept. BPY2), 
23, Upper Mall, London, W.6. 
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I have, against official opposition, fostered here in Liverpool 
courses of intensive treatment lasting only 39 days*’*—a 
scheme which, with only slight modifications, was at last 
officially recommended in 1943 by the Ministry of Health.’— 


I am, etc., 
A. O. F. Ross. . 
REFERENCES 
1 Moore, J. E., Mahoney, J. F., et al. (1944). J. Amer. med. Ass., e 67. 
2 Ross, A. O. F. Nelson, R. B., Lourie, E. M., and Collier, H.O J. (1944). 


Lancet, 2, B45. 
3 44th Annual Ri + of the Incorporated Liverpool School of Tropical Medicine, 
4 Lourie, E. Cotes, | H. J. (1943). Ann. Med. Parasit., 37, 200. 
* Mahoney. J. F., Arnold, C., and Harris, A. 3). Vener. Dis. Inform., 


® Ross, A. O. F. (1930). Lancet, 2, 1206. 

? Prebble, E. E. (1933). Brit. J. vener. Dis., 9, 119. 

8 Ross, A. O. F. (1943). Lancet, 1, 704. 

® Recommendations of the Ministry of sy on the Treatment of Merchant 
Seamen (1943). Brit. J. vener. Dis., 19, 77. 

*,* The views expressed on May 18 were based on obser- 
vation of American work at close quarters, and the purpose 
of the article was to stimulate further activity in this country. 
There seemed good reasons for believing that the experimental 
trials in America were conducted with great care and that the 
results were considered most critically. There is no doubt that 
the Americans, in devising their clinical trials of short courses 
of mapharside, paid great attention to the laboratory findings 
in experimental syphilis and based their trials on the principles 
which the laboratory results established. Hence the reference 
to the “greater grasp of the principles of drug action.” The 
collaboration, for example, between Dr. Earle Moore on the 
one hand, who is able to plan large-scale clinical experiments, 
and Dr. Eagle on the other, to advise on the laboratory find- 
ings, has no real parallel in this country. It is difficult to 
reply briefly to Brig. Osmond’s question concerning the relative 
value of mapharside and neoarsphenamine, but it can at least 
be said that the statement made in the article is fully accepted 
in the United States—Ep., B.M.J. 


The Teaching of Human Anatomy 


Sir,—I have just read the letter (Nov. 24, 1945, p. 740) on 
this topic. It would give me great pleasure to add my name 
to the 30 signatures among which I note the names of many 
friends, including one of my own teachers. May I send a 
greeting to all ? 

I should view the position in which the teaching and examin- 
ing of medical students in anatomy were undertaken by one 
who did not possess medical qualifications with the gravest 
misgivings. The stress of war with the will to victory at any 
cost no doubt has led to shortage of teachers and improvisa- 
tions in teaching which can be excused. The possibility that this 
practice might find a permanent niche in our teaching arrange- 
ments should be resisted with resolution if the high standard 
of our British medical curriculum with its traditional anatomical 
bias is to be maintained. 

It frequently happens that I, being a teacher of anatomy, 
am addressed as if I were possessed of the highest of diplomas 
in surgery. I wish it were so; but it is the mon sequitur that 
I do not understand. In my opinion a knowledge of anatomy 
with physiology and pathology lies at the root of rational 
diagnosis. The application and usefulness of this knowledge 
are very far from being limited by the artificial procedures of 
the surgeon. It only strengthens my view on the main thesis 
regarding the teaching of anatomy. These remarks may be 
trite, but an anatomical credo at times can be of no harm.— 


I am, etc., 
L. R. Suore, (ex-P.O.W.), 


Professor of Anatomy, University of Hong Kong. 
*.* Prof. Shore’s letter is written from the General Hos- 
pital, Lower Hutt, New Zealand.—Ep., B.M.J. 


Fibrositis 


Sir.—Unlike Dr. H. G. Garland (May 18, p. 774), I believe 
that the term “ fibrositis,” in its modern usage, describes a 
clinical entity. Dr. Garland offers no alternative term. In fact 
one gets the impression that Dr. Garland believes there is no 
such condition, and that when the term is used a misdiagnosis 
has been made. 

Dr. Garland is a neurologist, and in that quiet backwater of 
medical practice the flotsam and jetsam of everyday experience 


is seldom found. I can assure him that orthopaedic surgeons 
see many painful conditions of the muscular parts of the body, 
unassociated with other discoverable pathology, and which re- 
cover even without treatment. I myself have recently suffered 
from a painful right trapezius, following a long cold day at 
an open driving-window, and I can assure Dr. Garland that I 
have enjoyed excellent health since and that so far I have no 
symptoms or signs of chronic empyema, lobar pneumonia, 
metastatic carcinoma of the spine, or prolapsed cervical inter- 
vertebral disk. I have also seen many patients complaining of 
a painful back and of pain down the backs of the thighs 
(“ sciatica”), who attributed the condition to “sitting in a 
draught,” and the absence of other abnormal signs and subse- 
quent recovery gave me no reason to suppose that their 
explanation probably was not the correct one. 

Isn't there now merely a fashionable tendency to label the 
conditions hitherto called “ fibrositis” and “ sciatica” “ pro- 
lapsed intervertebral disk"? Dr. Garland knows that when 
such a label is attached, even by a neurologist, a prolapsed 
disk is not always found at operation. If in the past a rubbish 
heap has been made of “ fibrositis,” I maintain that there is 
a danger of the neurologists making a rubbish heap of “ pro- 
lapsed intervertebral disk.” 

I know Dr. Garland will be the first to agree with me that 
what his letter really emphasizes is the necessity for accurate 
diagnosis. Then no longer will chronic empyema, lobar pneu- 
monia, metastatic carcinoma, and prolapsed disk be mis- 
diagnosed as “ fibrositis” or “ fibrositis” as prolapsed disk.— 
I am, etc., 


London, N.15. J. S. MAXWELL. 


Smallpox in the Vaccinated 


Sir,—The following report on four cases of smallpox may 
be of interest. The cases occurred on a troopship returning 
from Bombay in February, 1946, where smallpox was present 
in epidemic form at that time. Only the salient features of 
each case are given, as this letter is not intended as a clinical 
description of smallpox but rather to stress the necessity for the 
adequate vaccination of those coming from, or going to, areas 
where smallpox is endemic. 


Case No. 1.—An airman reported sick on Feb. 12 with a rash. 
Temperature normal; no increase in pulse rate; appetite good; 
no constitutional disturbances. Diagnosed as “ infective acne.” 
Three days later on routine inspection of troops on board discovered 
with a pustular eruption; isolated immediately for the remainder of 
the voyage. I saw him the day following isolation, and he certainly 
had marked acne on the chest wall and back, but he now had a 
definite pustular eruption, mainly on the scalp, face, arms, legs, and 
trunk, with two or three definite pustules on the palms of both hands 
and feet. He had never had chicken-pox and had been vaccinated 
two or three times during the war, the last vaccination being eight 
months previous to embarkation; one scarification only, but, from 
the appearance and extent of the scar, could be considered to have 
quite a good “take.” At no time during his illness did he suffer 
any constitutional disturbances; in fact it took a good deal of 
explaining to him why he was held in isolation. 

Case No. 2.—The medical officer who first saw case No. 1 was 
taken ill on Feb. 23, 1946, complaining of severe headache and 
backache. Evening temperature swinging between 102° and 104° F. 
(38.9° and 40° C.). Repeated bloods were taken and examined for 
malaria parasites; all were negative. He was treated as a clinical 
malaria. On the fourth day the temperature dropped to normal 
and the eruption appeared, mainly on the trunk, thighs, and arms. 
Feet and hands were clear. The eruption was definitely “ shotty ” 
to the touch and was all at the same stage. The patient had been 
vaccinated in 1945 but had not taken. 

Case No. 3.—Admitted to ship’s hospital Feb. 25 with pain in 
the right epigastrium and high fever. Diagnosed as diaphragmatic 
pleurisy. The patient was put on sulphapyridine, and after twenty- 
four hours developed a scarlatiniform rash which at the time was 
attributed to sulphapyridine. On the fourth day a massive eruption 
appeared all over the man’s body; in fact it was hardly possible to 
place a pin anywhere free from the eruption. The patient was 
extremely ill and subsequently died. He had been vaccinated during 
the —s but I am not in a position to say whether he had 
ta 

Case No. 4.—Mild general disturbance with minimal rash. 
Hospitalized Feb. 25. 


Cases Nos. 1, 3, and 4 were all from one troop section, 
and case No. 2 was a direct contact with case No. 1. Gordon's 
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test was positive in all four cases. These four cases illustrate 
what is already well known, but it might not come amiss to 
Stress again that a modified attack of smallpox may be handed 
on in malignant form to an inadequately vaccinated person, 
and, secondly, that inadequate vaccination by one scarification 
can so modify typical smallpox as to render it easily missed. 
The primary defence line in these islands is the Port Health 
Authority ; behind them lies a mainly unvaccinated population, 
likely to be more unvaccinated still in the near future. There 
are different opinions amongst the medical profession as to 
when and how often vaccination should be performed, but no 
one doubts the efficacy of vaccination against smallpox. 

There will, in the near future, be large movements of troops 
and civilians to and from countries where smallpox is endemic, 
and this letter is a plea that the persons involved in these move- 
ments should be adequately vaccinated. By adequate vaccina- 
tion I mean at least three scarifications. How many of us are 
content to make one scarification only? How many of us are 
content to give a certificate of vaccination if there is no “ take” 
without repeating vaccination three times? How many of us 
are particular that the vaccine used is of recent date of 
manufacture?—I am, etc., F. K. BEAUMONT 

Liverpool. Surgeon, Canadian Pacific Steamships. 


Sir,—Dr. W. F. Corfield (May 18, p. 775) gives particulars of 
14 cases of smallpox which have recently occurred in Essex, 
and which illustrate the well-known fact that the fatality of 
smalipox is higher in the unvaccinated than in the vaccinated. 
He then asks if I consider that this protection is not worth 
having? My reply is: “Yes, certainly, as regards the indi- 
vidual, but not necessarily so as regards the community.” Let 
me explain. Dr. Corfield suggests that if the population had 
been completely unvaccinated many contacts with the soldier 
(a highly modified case) who was the cause of the outbreak 
would have contracted virulent smallpox. I agree that is very 
probable. But Dr. Corfield omits one important point—viz., 
Was this soldier vaccinated or unvaccinated? I think I am 
justified in assuming that he was vaccinated (and very possibly 
revaccinated); and I further assume that his highly modified 
attack was due to his having been vaccinated, and that it was 
because his attack was so highly modified that he caused the 
outbreak. I may be wrong, but this is the usual sequence of 
events. I suggest that had he been unvaccinated it is probable 
that the nature of his illness would have been recognized earlier, 
and then there might not have been an outbreak at all. 

Experience has shown repeatedly that these highly modified 
cases of virulent smallpox which result from vaccination are 
a very real danger to the community, although admittedly the 
individual benefits. Indeed, it is hardly an exaggeration to 
liken them to the foxes with lighted firebrands attached to their 
tails which Samson, according to the story, turned loose in the 
standing corn of the Philistines with disastrous results. How- 
ever, in the future there will be far fewer soldiers returning 
from the East, so this source of danger will be diminished. 

Incidentally, it is rather remarkable that apparently only 3 of 
Dr. Corfield’s 14 cases were unvaccinated. Smallpox to-day 
does not seem to “ pick out” the unvaccinated to the extent 
that it was once supposed to do.—I am, etc., 

Leicester C. MILLARD. 
The Population of India 

Sir,—It appears to me at once fantastic, inhuman, and 
unscientific to describe India’s problem as an excess of popula- 
tion. Unfortunately, Dr. Annie Megaw Brown (May 25, p. 811) 
is not alone in falling into this error. It is the old, exploded 
Malthusian fallacy, which, though out of fashion in Europe, 
continues to be applied to Asia as a means of salving our 
consciences and disclaiming all moral responsibility for the 
state of affairs in India. When food is short in Britain we do 
not view the problem as “ Too many Britons,” though we are 
well aware that we have more people than we can support on 
the produce of our own soil. 

India’s problem, like that of many other countries at the 
present time, is shortage of food, and this will not be remedied 
by efforts on the part of Europeans—no matter how well 
meaning—to alter the marital habits of the Indian peasant. 
India’s immediate need is additional imports of grain, which 
can be obtained only by displaying less favouritism to ex-enemy 


countries and by self-sacrifice on the part of countries like the 
U.S.A. with a comfortable margin of safety. 

As to the future, there has been a whole spate of plans 
showing how India can greatly increase the amount of food 
grown. In the technical field India would have no difficulty 
in supporting a much larger population if she so wished., The 
difficulty lies in achieving a political and social structure which 
will permit of large-scale economic planning.—I am, etc., 


St. Mary Cray. BriAN H. KIRMAN. 


Artificial Sunlight in Industry 

Sir,—In a report just issued on’ behalf of the Industrial 
Health Research Board about “ Artificial Sunlight Treatment 
in Industry ” (H.M. Stationery Office, Report No. 89) Dora Cole- 
brook, while referring to previous experiments, deals, among 
others, with the work done by myself in 1943 at the Kirkby 
(Notts) Colliery (Brit. J. phys. Med. industr. Hyg., 1943, 6, 105). 
Scrutinizing the figures published about the result of treat- 
ment in another article later on, she declines to accept my 
suggestion that the 18% drop in the mean sickness absence 
rate in 1943 when compared with the figures of the same period 
in 1942 should be de facto due to the artificial sunlight treat- 
ment carried out in a specially built solarium at that colliery 
in 1943, 

Dr. Colebrook’s argument against such an acceptance is that 
the percentage of the mean sickness rate at the “control” 
colliery in 1942—i.e., previous to the experiment described— 
has been nearly half only (3.6% as compared with 7.3%) of 
that of the Kirkby Colliery during the same period. Further- 
more, that even during the experimental period in 1943, “ when 
the Kirkby miners were irradiated, they lost time at the rate 
of 6%, whereas the rate for the men at the ‘control’ colliery 
was only 4.7% ™ (italics are mine). A little reflection will quickly 
reveal to everyone interested in the subject that Dr. Colebrook 
has lost herself here in the jungle of statistics and made a 
fundamental mistake by comparing the absolute mean sickness 
absence figures of two different collieries, whereas the thing 
that decides the issue really is what changes in the figures of 
absenteeism through sickness took place at each individual 
colliery. ; 

Everyone who is in touch with a group of collieries knows 
very well that each colliery has its own feature regarding 
absenteeism (both voluntary and involuntary). The range of 
difference in this respect is very wide indeed. It would trans- 
gress the scope of this letter to describe here the underlying 
causes, but it is a well-known fact. One glance at my figures 
shows that Kirkby belongs to the group of collieries with a 
higher absenteeism rate, and the “control” colliery to that 
of a lower category, but these general characteristics remain 
fairly irrelevant when trying to judge the fact whether or not 
the solarium treatment has had any influence on the figures of 
absenteeism at the colliery in question. The crucial question 
here remains, What were the figures before and what during 
and after the treatment period? The fact that an 18% decrease 
of absenteeism during and after irradiation treatment took place 
at the Kirkby Colliery, which, generally speaking, has a poorer 
health standard, while during the same period absenteeism 
figures of the better-health-standard “ control” colliery, where 
no irradiation took place, have increased from 3.6% to 4.7% 
is not an argument against my conclusion, but, in fact, it 
underlines it. 

I am also at a loss to understand why Dr. Colebrook describes 
my observations as “limited both in space and time,” when 
they extend to a period of half a year, while her own corre- 
sponding colliery experiment, to which she attributes funda- 
mental importance, has been carried out during three and a 
half months only. Also the number of men involved at my 
colliery has been considerably bigger than in her experiment. 

Similar, and some even more far-reaching, mistakes occur 
at many stages of Dr. Colebrook’s observations, which were 
bound to lead her astray and to wrong conclusions. One feels 
deeply sorry that trials at which such a lot of thought, honest 
work, and painstaking efforts have been employed, through a 
certain lack of circumspection, should have had the result of 
only obscuring even more an already complicated and difficult 
problem. 

I propose to substantiate later on with a detailed survey my 
present criticism. Meanwhile, may I, as someone who for 
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more than twenty-five years had opportunity to study the effects 
of ultra-violet irradiation, utter a serious warning: anyone who 
would accept the findings of this report at their face value and 
would draw the necessary practical conclusion from it (which 
ought to be tantamount to a negation of any value of the arti- 
ficial sunlight treatment) would be running a grave risk and 
may easily cause grievous harm to a national cause of great 
importance—to the health and well-being of the industrial 
worker.—I am, etc., 
L. ScHMIDT, 
Consulting Physician and Medical Supervisor 


to the Rheumatism Clinics of the Buttericy 


Ollerton Hall, Newark. Collienes and Ironworks. 


*," A leading article on Dr. Colebrook’s report appears on 
page 882.—Eb., B.M.J. 


Drugs and the National Health Service’ 


Sir,—The high cost of new drugs and apparatus is defended 
by the manufacturers as a necessary part of research costs. 
Before the war the Government provided a limited sort of 
protection to the public against unfair or prohibitive prices 
for a few very important drugs like insulin ; but the early ‘costs 
of the more effective sulphonamides were only to be met, for 
working people, through the hospitals, and for several years 
one of the most effective—sulphadiazine—was sold at a price 
which made the research which had gone to produce it benefit 
only the well-to-do. Now folic acid, which, if claims are 
justified, will replace liver injections in the treatment of per- 
nicious anaemia and sprue, and which will cure certain hither- 
to refractory anaemias, is to be marketed at 3s. a tablet, the 
effective daily dose being about four tablets. During the war 
Fleming’s discovery of penicillin as a remedy was exploited 
exclusively by the Government for the people as a whole and 


was supplied free—ie., the whole cost falling on taxation; it 


is now to be sold at a controlled but not negligible price. 

You will agree that the health service must not run the 
risk of incurring the criticism levelled at panel practice, of 
limiting the cost of drugs and apparatus prescribed, and sur- 
charging the “extravagant” doctor. But neither must it be 
possible for fortunes to be made out of drugs at the public 
expense. I believe there are no advantages accruing to the 
commercial exploitation of pharmacy and instrument manu- 
facture in the direction of independent research and cheapness 
of manufacture which are not outweighed by permitting the 
advertisement of doubtful, inferior, or unproved remedies. The 
solution of this problem, as has been magnificently demon- 
strated in the case of penicillin, is the endowment of research 
laboratories in the universities and in association with a 
nationalized drug industry, experimental work being encour- 
aged in the health service whenever conditions allow of reliable 
results. The field of commercial “ private enterprise ” should 
be limited to cosmetics and the simpler kinds of home remedies. 
—I am, etc., 


D. G. Leys. 


Inverness. 


The Health Service Bill 


Sir,—Those of us whe believe that the passing of the 
National Health Service Bill will result in a better medical 
service for the country must make it our chief concern to 
ensure that bureaucracy will have no place in it. Mr. Bevan, 
in the Second Reading of the Biull, described democracy as 
active participation in administration and policy ; this can only 
be attained by the medical profession and those in the ancillary 
services by the recognition of staff committees in all spheres 
of activity and with adequate representation of the professions 
at all levels of the administration. 

The active participation of the consumer—the general public 
—will take place through the representation of the local authori- 
ties, but many feel this is too remote and indirect, especially 
with the regionalization of the hospitals. Many of the hospitals 
at the present time have inspired a devoted body of voluntary 
workers who take a local pride and a personal interest in the 
hospital situated in their area. I suggest that a voluntary 
workers committee, drawn from the various organizations in 
the locality of a hospital or group of hospitals, should be 
formed with representation on the Hospital Management 


Committee. This would stimulate local interest and local feel- 
ing of responsibility and provide a direct link between the 
hospital and the people in the area.—I am, etc., 


Birmingham. M. Barrow. 


Sm,—It seems probable that all doctors come up against 
samples of “the shape of things to come” under a State- 
directed medical service, and it might be of use to collect 
such samples and publish them. It should not be less helpful 
than the publication of a great many letters which contain 
only generalizations and hypotheses. 

This smal] town, which serves a large rural area, is blessed 
in the possession of a very well built, well-equipped modern 
hospital, but the profession in the area has recently been in- 
formed that the local education authority will accept financial 
responsibility only for children who are sent to designated 
hospitals in Plymouth (25 miles), Exeter (42 miles), and Truro 
(47 miles). For my own part I am prepared to agree that 
major surgery should not be conducted in any hospital when 
no resident is employed, but to find oneself eliminated from 
all part in the treatment of one’s child patients who need hos- 
pitalization is more than a little startling —I am, etc., 


Launceston. DonaLD M. O'CONNOR. 


Hospital Survey of East Anglia 

Sir,—Your brief note on the hospital survey in East Anglia 
(May 18, p. 771) calls for a little comment, which I venture to 
make, and I hope you will accept, because the report is not at 
all fair to Peterborough Memorial Hospital. The visitation 
to the district took place in October, 1942, and the Ministry 
of Health survey was based upon that visit. Since 1942 Peter- 
borough Memorial Hospital has made the following advances 
among others: (1) Installation of the medical superintendent 
with clearly defined powers and responsibilities. (2) Arrange- 
ments for full-time salaried specialists. (3) Enlargements of 
the theatre, x-ray department, and pathological department, 
with new building in all three. (4) Foundation of a maternity 
wing. (5) Establishment of a _ rehabilitation department. 
(6) New and enlarged programmes of consultation clinics. 
(7) A doubling of the general work of the hospital.—I am, etc., 


G. F. WALKER, 
Medical Superintendent and Physician. 


Peterborough and District Memorial Hospital. 


In the Words of Eliza Doolittle 


Sir,—Some months ago I formed a “ local * Spens Committee 
under the inexpert chairmanship of myself. It consisted of a 
butcher, a baker, a candlestick-maker, a banker, a schoo! teacher, 
a bricklayer, a bookmaker’s “runner.” The question put to 
each of them was this: “ What remuneration would you expect 
if you were offered a job on the following terms ? Your hours 
will be from 9 a.m. till 9 p.m. daily with two half-hours off for 
meals. Your meals may be undisturbed, but you are quite 
likely to be interrupted on several occasions just to sign a 
small piece of paper or to give a word of advice. From 9 p.m. 
till 9 a.m. you are free, but must be prepared to go to your 
place of work if called upon. You may be away for only half 
an hour at a time, and with luck may not be called on at all, 
but you must be prepared at all times to come if asked. On 
one half-day a week you will be free about 2 or 3 or 4 p.m. 
under the same conditions as your 9 p.m. freedom of other days. 
On Sundays you need not appear at your place of work, but 
must be ready to come if called upon, probably on at least 
half a dozen occasions. You can go on a holiday if you like 
or be ill if you dare, but only if you arrange for a fellow-worker 
to take your place and be responsible for his wages, board and 
lodging, and means of transport. On public holidays you are 
very likely to be required, as all fellow-workers in Government 
and municipal employment will be on holiday, and even if they 
have skeleton staffs at work these will not be as available as 
you. You may be single if you choose, but it is to be hoped 
that you are married, as your wife or someone must be pre- 
pared to answer all calls made at your home, and no single 
woman outside of Bedlam is hkely to be willing to shoulder 
that responsibility. You are never likely to reach the age of 
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65, so the question of superannuation on retirement need not 
arise.” 

Such were the terms of the offer. The question was put: 
“Would you consider taking on this job at £1,500 per year ? ” 
The committee’s reply was the shortest in the history of such 
commissions. It was unanimous and consisted of three words 
only—the three words that brought immortality to Eliza Doo- 
little in Shaw's Pygmalion.—I am, etc., 


Glasgow. ANDREW S. Barr. 


The Future of Nursing 


Sir,—Dr. C. M. Billington (May 25, p. 814) calls attention 
to a Gilbertian situation which has a tragic side while all over 
the country hospital beds are closed for lack of staff. An 
R.A.M.C. staff sergeant who desires to continue nursing must 
take a job as a bus conductor because he cannot afford to 
use his acquired professional skill and thereby deprive his 
family of 28s. a week. In the Times and in medical and 
nursing journals a well-balanced scheme has been promulgated 
whereby basic nurse training could be shortened to two years 
followed by post-certificate qualification in special lines. Per- 
haps the staff sergeant’s case may stimulate thinking in those 
who seem to prefer to keep beds closed rather than amend the 
status quo as regards the conditions and pay of nurses.— 
I am, etc., 


Moor Park, Northwood. ESTHER CARLING. 


Sir,—It is important that the R.A.M.C. sergeant about whom 
Dr. C. M. Billington writes, and all other ex-Service men and 
women with nursing experience, should have up-to-date in- 
formation on the facilities now offered them. In particular, 
it is entirely untrue that no R.A.M.C. experience counts in 
civil nursing. If this sergeant has had two years’ nursing ex- 
perience in hospital under the supervision of trained nurses he 
is eligible for a remission of six months in the training course. 
The question of arranging much shorter courses at special rates 
. for ex-Service men and women who hold Class I Nursing 
Orderly qualifications is now being considered by the Ministry 
of Health. ' 

On the question of salaries also there are considerable ad- 
vances beyond the rates quoted. Once qualified he would 
command the new staff nurse’s rate of £5 a week, rising to £6 
a week, then to £7 6s. a week as charge nurse, and ultimately 
to £420 a year as superintendent nurse. The rates are from 
5s. 6d. to 9s. 6d. a week higher than this in the London area.— 
I am, etc., 

MurieL M. Epwarps, 


London, W.1. Secretary. Nursing Recruitment Service. 


Alien Doctors in Britain 


Sir,—In view of the fact that I am finding myself in exactly 
the same position as described in the Journal of May 18 (p. 776) 
I wonder whether you would kindly publish the following. 

I have been recently released from the Forces after four years 
of service here, West Africa, India, and S.E.A.C. During the 
years in question I have attended thousands of British and 
Imperial troops and looked after the welfare of scores of 
Englishmen. I have worn the same uniform as my British 
colleagues, and that the same rights went along with the same 
obligations was never questioned by anyone. As matters stand 
now I am unable to secure any appointment, either hospital or 
as an assistant, doctors and the hospital authorities being reluc- 
tant to employ a “temporarily registered” doctor. In fact the 
position is a grim one, as I am slowly but surely drifting into 
destitution and shall be compelled eventually to take any un- 
skilled occupation that comes in order to earn a living and 
support my family. 

I wish to add that I am of Polish nationality and have recently 
learned of the complete extermination and destruction of my 
people and home respectively during the German occupation. 
In addition my home town is now within the boundaries of 
another State, and I cannot return to my country. Is there any 
hope left ?—I am, etc., 


London, N.W.11. ErNest M. THORN. 


Obituary 


W. McADAM ECCLES, M.S., F.R.C.S. 


The news of the death, on May 30, of Mr. McAdam Eccles, 
consulting surgeon to St. Bartholomew's Hospital, will be re- 
ceived with sorrow in many circles. Almost to the end he was 
identified with an extraorcinarily large number of interests— 
medical, sociological, and religious. He dispersed his activities 
over a wide area, and gave even to quite small matters an 
enthusiasm and energy which suggested a man in his prime. 
He was as much at home at a meeting of Presbyterian elders or 
in a little group of scientific photographers as in larger. assem- 
blies which he was able to move by a gift of lucid public speech. 
A few months ago he declared 
that he was resolutely severing 
himself from obligations in 
London. It meant, he said, cut- 
ting himself off from nearly 
forty organizations in which ke 
held some official position. 
This was his second retirement, 
his first having taken place at 
the age of 60—to him an age 
absurdly low—when he left the 
active surgical staff of St. Bar- 
tholomew’s. He had found 
rather more to do after that 
retirement than before it, but 
this time, he said, he was really 
giving up active employment 
and going to live with a sister 
in rural Kent and devote him- 
self to a garden, though he 
would retain one link with 
London, journeying up once a week as medical officer of one 
of the insurance corporations. 

William McAdam Eccles, who was born in 1867, came of 
a family of doctors. His father was Dr. W. Soltau Eccles of 
Norwood, and his grandfather was a doctor also; but another 
line of ancestry of which he was also proud was from John 
Loudon McAdam, the Scottish inventor who gave his name to 
the system of road-making known as “mdacadamizing.” He 
was educated at University College School, went on to 
University College, and then to his medical training at St. 
Bartholomew’s, the hospital of which he was very proud and 
with which he was to be identified to the end of his life. 
He took his London M.B., with honours in forensic medicine 
and obstetric medicine, in 1890; his B.S., again with honours, 
in 1891 ; the F.R.C.S. followed in 1892, and M.S. (gold medal) 
in 1894. He began steadily to build up a career as a surgeon 
and teacher of anatomy and surgery. In January, 1903, he 
was elected assistant surgeon at St. Bartholomew's, with special 
charge of the orthopaedic department, and full surgeon in 
1912. He was lecturer on surgery and on clinical applied 
anatomy, and there are medical men in all parts of the world 
who owe much to his clear-cut method of teaching. His many 
years of work for St. Bartholomew's Hospital and College find 
occasional illustration in the Hospital Reports, of which he was 
for a long time joint editor. On leaving the active staff of 
St. Bartholomew's he was made consulting surgeon and a 
governor of the hospital. He also for many years served the 
West London Hospital as surgeon and was consulting surgeon 
to the City of London Truss Society. 

His early surgical work, under the influence of John Langton, 
was on the hernias, and writings by him on this subject will 
be found in the West London Medico-Chirurgical Journal as 
early as 1898. In 1900 he published a book on Hernia: its 
Aetiology, Symptoms, and Treatment, which reached a third 
edition in 1908. It was also in 1900 that he gained the Jack- 
sonian prize of the Royal College of Surgeons of England 
with an essay on the pathology, diagnosis, and treatment of 
diseases caused by, or connected with, imperfect descent of 
the testicle, and this appeared in book form three years later. 
In 1902-3 he was Hunterian professor of the College, and in 
1904 an examiner in anatomy for the Fellowship. From 1924 


(Photo : Whitlock 


Britis 
u 
fe) 

| 


JuNE 8, 1946 


OBITUARY : W. McADAM ECCLES, F.R.C.S. 


893 


Britisu 
Mepicat JOURNAL 


until 1932 he served on the College Council, and he was Arris 
and Gale lecturer at the College in 1930. At various times he 
examined in surgery for the Universities of Cambridge and 
of Glasgow and for the Society of Apothecaries. During the 


war of 1914-18 he was attached to the First London General . 


Hospital and held the brevet rank of lieut.-col., R.A.M.C.(T.F.). 

The service which McAdam Eccles rendered to the British 
Medical Association was lofig and varied. He was a prominent 
member of the Marylebone Division and the Metropolitan 
Counties Branch Council, and he began to come into central 
affairs about 1913, when he was a representative. He was 
elected to the Council in 1919, and remained in unbroken 
membership for nearly a quarter of a century. A formidable 
amount of committee work began with his membership of the 
Hospitals Committee, of which he was at one time chairman. 
To this committee he brought not only great experience but 
a real love of hospitals and a faith in the voluntary system. 
One pet subject of his was provident schemes to ensure the 
provision of hospital service for middle-class persons. He was 
also a member of the council, and for a time chairman, of the 
United Kingdom Branch of the International Hospitals Associ- 
ation. This flower never bloomed very vigorously, but McAdam 
Eccles did succeed under its auspices in bringing to B.M.A. 
House at a meeting during the war the heads of three States— 
the King of Norway, the President of Czechoslovakia, and the 
Grand-Duchess of Luxembourg. From 1932 to 1940 he was 
a member of the Consultants Board and of the Consultants and 
Specialists Group Committee, and on two occasions he was 
vice-president of the Section of Surgery. 

His hand was felt in other Association activities, such as 
the admirable report on fractures, the work of a committee 
in 1933-5; in the special committee on physical education, 
and in another on workmen's compensation, a subject on v hich 
he had had experience in the courts and spoke with authority. 
He was also interested in the routine work of the Association 
and served at various times on the Organization, Finance, and 
Journal Committees. He was an active figure in the fight 
against the proposal to set up a register of osteopaths, and 
although he did not give evidence, he was very much behind 
the scenes in the case which the Association fresented to the 
Select Committee of the House of Lords on that subject in 
1934-5. Another subject which never failed to interest him 
was guidance for senior medical students and newly qualified 
practitioners, and many will recall the crisp advice he gave 
year by year at the meetings arranged by the Metropolitan 
Counties Branch for those newly entering practice. For many 
years he represented the B.M.A. on the Central Council for 
the Care of Cripples and on other bodies. At the close of his 
active work for the Association it gave him enormous pleasure 
to be elected vice-president. He was also a member of the 
Association of Surgeons of Great Britain and Ireland and of 
the Anatomical Society, and had filled the chair at different 
times of the West London Medico-Chirurgical Society, the 
University of London Medical Graduates Society—of which 
he was one of the founders—and the Paget Club. He was 


‘ chairman of the medical committee of the Scientific Film 


Association. 

No obituary tribute would do justice to McAdam Eccles 
without a reference to his deep religious faith. In middle life 
he became a prominent layman in the Presbyterian Church of 
England and often occupied the pulpit, where he was always 
simple and earnest. He had a great love for foreign missions, 
as those who have attended the medical missionary breakfasts 
at the Annual Meetings of the B.M.A. will know. He was 
also in evidence at the temperance breakfast and took every 
opportunity to put forward his strong convictions on the sub- 
ject of total abstinence. 

The picture that will remain with the present writer is of 
McAdam Eccles’s work during the London “ blitz” of 1940-1. 
He was in charge of the first-aid casualty station at the Heart 
Hospital in Westmoreland Street. He made it a model station, 
insisting on every piece of equipment being in its proper place, 
and the staff of nurses and attendants trained “to the last 
ounce.” During those evenings when the siren would go and 
the guns in Hyde Park make the whole building throb for 
hours, McAdam Eccles would carry through the drill, see that 
everything was ready for possible casualties, and then, after a 
meal and before settling down for the night on some kind of 


couch, he would enjoy a game of halma with a fellow-surgeon. 
He was a man of great serenity and cheerfulness, with a sense 
of fun, as those who went with the B.M.A. party to Melbourne 
in 1935 will recall. He could never resist an occasion for 
making a speech, but it was always concise and to the point. 

McAdam Eccles had been a widower for many years. He 
had three sons, one of whom fell in the war of 1914-18. His 
son Mr. David McAdam Eccles has been Conservative M.P. 
for Chippenham since 1943, and married a daughter of the 
late Viscount Dawson of Penn. 


Dr. GrirFirH PritcHarD died at his home at 
Llandudno on April 30. He was born at Pentra Llandwrog, 
Caernarvonshire, in 1869, and received his early education at 
Menai Bridge, Anglesey, later going to St. Mungo’s College, 
Glasgow, and qualifying L.R.C.P., L.R.C.S.Ed., L.R.F.P.S.Glas. 
in 1896, winning the gold medal of his year in midwifery. 
After a brief period as an assistant in South Wales he settled 
down in practice at Bethesda, Caernarvonshire, for nearly 40 
years, retiring in 1937 to reside in Llandudno, although during 
the war years he repeatedly came out of his retirement to help 
overworked doctors in the area. Dr. Pritchard was a J.P. 
for the county of Caernarvon, a member of the standing joint 
police committee, and the chairman of the Conway and 
Liandudno juvenile court. In 1910 he was elected to the 
Bethesda urban district council and was its chairman in 1913-14 
and 1924-5. He joined the B.M.A. in 1899 and was an active 
member of the North Caernarvonshire and Anglesey Division, 
becoming its chairman in 1922-3, and its representative on 
the North Wales Branch Council until his death. In pro- 
fessional life Dr. Pritchard's thoroughness and devotion to duty, 
combined with his great sympathy, endeared him to all his 
patients. He is survived by his wife and only child, a daughter. 


The National Baby Welfare Council regrets to announce the death 
of Miss Noran Marcu, who for a number of years was secretary of 
the Council. Miss March not only devoted the greater part of her 
life, but also sacrificed her health, to the cause of maternity and 
child welfare. She was for many years editor of Mother and Child 
and secretary of the Health and Cleanliness Council. 


Universities and Colleges 


UNIVERSITY OF LEEDS 


Dr. Ronald Ernest Tunbridge, O.B.E., F.R.C.P., consulting physi- 
cian to St. James’s Hospital, Leeds, has been appointed to the newly 
instituted whole-time chair of medicine in the University. After 
distinguished service with the R.A.M.C. in Malta he was appointed 
consultant physician to the 21st Army Group, B.L.A., with the rank 
of Brigadier. Prof. Tunbridge, a graduate of Leeds, has been tutor, 
and afterwards reader in medicine, in the University. 


QUEEN'S UNIVERSITY OF BELFAST 


The first Frederick W. Price Lecture was delivered by Dr. Gordon 
M. Holmes, F.R.S., in the Great Hall of the Queen's University of 
Belfast on Thursday, May 9. The Vice-Chancellor, D. Lindsay 
Keir, LL.D., presided, and there was a large audience of members 
of the medical profession and senior students. Dr. Keir welcomed 
Dr. Price and thanked him, on behalf of the University, for his 
generosity in establishing the lecture which bears his name. Dr. Gor- 
don Holmes in the course of his inaugural address on “ The Evolution 
of Clinical Medicine as Illusirated by the History of Epilepsy ” 
recounted the history of epilepsy from very early times through the 
ages to the modern investigations by the electroencephalogram, 
paying tribute to the work and observations of Hughlings Jackson, 
Gowers, and others. Prof. W. W. D. Thomson proposed, and 
Prof. J. H. Biggart seconded, a vote of thanks to Dr. Holmes. 
Both speakers referred to the presence and generosity of Dr. Price ; 
to which he replied expressing his warm admiration for the Univer- 
sity and the people of Uister. 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GY NAECOLOGISTS 
D.OBST.R.C.0.G.—Notice is given by the College that Regula- 
tion 3 relating to practitioners qualified over ten years has been 
reinstated. Applications may be considered forthwith under that 
Regulation. 


| 
= 


894 June 8, 1946 


HEALTH SERVICE BILL IN COMMITTEE 


British 
MEDICAL JOURNAL 


Medical Notes in Parliament 


HEALTH SERVICE BILL 


On May 28, Mr. Bowles being again in the chair, the Stand- 
ing Committee resumed consideration of Clause 7 (Endow- 
ments of voluntary hospitals). Mr. Bevan being absent through 
illness Mr. Key was in charge of the Bill. In subsection 2, 
which provides that endowments of voluntary hospitals desig- 
nated as teaching hospitals should be held by the Board of 
Governors on trust for the purposes of the teaching hospital 
generally, Mr. Key proposed to insert : “ Such purposes relating 
to hospital services or to the functions of the Board under this 
part of this Act with respect to research as the Board think 
fit.” Mr. Key said this and an amendment which followed were 
to make clear the purposes to which endowments left to the 
teaching hospitals could be used. The Ministry felt that the 
original wording of the Clause might be interpreted as not 
extending powers to use the endowments for research. The 
two amendments made clear that a wide interpretation was to 
be placed upon the powers of the board of governors in 
using the endowments. The Committee agreed to the amend- 
ment and to a consequential one. 


NON-TEACHING HOSPITALS’ ENDOWMENTS 


To secure a general discussion of the Government’s policy 
about the endowments of non-teaching hospitals Sir H. Lucas- 
TooTH moved to leave out subsection 5 of Clause 7, which 
provides for the making of regulations “for the control and 
management of the hospital endowments fund.” He said until 
Parliament saw these regulations they could not know what 
proposat was in the Minister’s mind. There should be an 
express enactment to deal with the fund. Precise proposals 
for dealing with the endowments should be incorporated in 
the Bill. The endowments of teaching hospitals appeared to 
be considered as “ pocket money ” and the governors of these 
hospitals could apply the capital and the income of their 
endowments to purposes over and above what was received 
from the State for general maintenance. In the case of the 
non-teaching hospitals this was not clear, and he asked Mr. Key 
to define the purposes for which capital and income could be 
put by these hospitals. Mr. H. Strauss said there ought to be 
a provision binding the Minister in regard to the charitable 
trusts which he took over. Lord WILLOUGHBYy DE EREsBy said 
one of the dangers arising from the centralized control of 
money was that hospitals were not allowed to make local 
purchases. 

Mr. Key replied that Regional Boards and Management 
Commwutees were to submit annual estimates, and within the 
sums approved they would have great freedom of expenditure. 
The Ministry would not take away their responsibility for 
making necessary purchases, but the last thing the Ministry 
desired was that endowments should be used to buy fruit and 
food for patients. The general maintenance of hospitals and 
buildings was not to fall upon the endowments fund, but upon 
the general exchequer as part of the business of the control 
boards. With regard to the regulations which would govern 
the use of endowments, or any alterations in the regulations 
concerning the future use of endowments, these regulations 
would be subject to the negative resolution procedure in 
Parliament. They could not be amended, but they could be 
thrown out. In apportioning the fund the Minister had to 
take into account the conditions of the region—the number of 
existing institutions and beds must be a guide, as also the need 
for development in the area of hospitals services for which 
the Ministry would be responsible out of national funds. 
Liabilities attached to the fund, such as an accumulated build- 
ing fund, which was to be treated as an endowment, must be 
retained as a building fund. It was the duty of the Minister 
and of the Regional Boards to see to the maintenance of the 
institutions that were required. That charge would not be 
met out of the endowment fund but out of the general 
exchequer. 


RELIEF FOR THE TREASURY 


Mr. LINSTEAD said the complications of the Clause arose 
from the fact that it was an artificial arrangement. What the 
Minister was doing was to confiscate all the endowments of the 
voluntary hospitals and then to dress up the transaction in the 
form of a hospital endowments fund. In fact these endow- 
ments were going in relief of Treasury expenditure. Mr. 
Linstead asked whether endowments which would be given in 
future to hospitals would be held directly by the Management 
Committees or by the Regional Boards for those committees. 


Replying to Col. Stoddart-Scott Mr. Key said that when 
the local authority hospitals were taken over their liabilities 
would be met out of national funds and would not be a debt 
on endowments, nor would they be brought into consideration 
in the distribution of endowments. Nor in the normal way 
were the ordinary liabilities for the maintenance of voluntary 
hospitals to be met out of endowments. As the Bill stood the 
power of holding endowments lay only with the Regional 
Board. It was the Minister's intention to extend that power to 
Management Committees, and before the Report stage the 
Minister would take the necessary steps to see that this power 
was vested in the hospital Management Committees. 

The proposed amendment was rejected by 28 to 13. The 
Committee then agreed to an amendment proposed by Mr. Key 
enabling the Minister to meet out of the endowment fund 
liabilities which would be transferred to him under a new 
subsection to be moved later. [That subsection provides that 
the rights and liabilities in the endowments—such as contracts 
for repair and maintenance, supply of goods, liabilities from the 
holding of securities, etc.—shall be transferred in the same 
way as the endowments.] 

Mr. LinSTEAD moved an amendment to place the Regional 
Boards under an obligation to put back into individual hospi- 
tals some of the endowment income they received from those 
hospitals. Mr. Key replied that this was the intention of the 
Government and that an amendment would be put down on 
the Report stage to secure that this was done. Mr. Linstead 
withdrew his amendment and the Committee agreed to an 
amendment proposed by Mr. Key permitting the Minister to 
make regulations on the functions of the Board under Part II 
of the Bill with respect to research. He said this was intended 
to give the Regional Boards the freedom with regard to the 
use of endowments which had previously been extended to 
the boards of governors of teaching hospitals. 

The Committee here accepted the new subsection, referred 
to above, on the transfer of liabilities. 


POSITION OF COVENANTS 


In subsection 8 of Clause 7, defining the expression “ endow- 
ment” in relation to a voluntary hospital, Mr. Key moved to 
substitute a new and longer definition of the property con- 
cerned. He said the amendment, as drafted, covered all real 
property—such as houses, farm lands, furniture, equipment, 
and other movable property used in connexion with it—securi- 
ties and other personal property held as investments, cash, bank 
credits, cheques, and so on, and finally annual payments under 
covenant for the benefit of the hospital. If on the appointed 
day the hospital showed a credit balance that balance had to 
be treated as an endowment and not transferred to the Minister. 
Debts owing to a hospital would fall to be collected by the 
boards of governors or by the Regional Boards. The second 
part of the amendment was designed to extend to local authori- 
ties the same sort of provision, because there were trust funds 
even in connexion with local authority hospitals. Such property 
should go to the board of governors or to the Regional Boards. 

Mr. H. STRAUSS expressed astonishment at the proposal that 
the Minister should enforce for his own benefit the seven-year 
covenants into which covenanters entered for the benefit of 
specific hospitals. In supporting this protest several members 
disclosed that they had themselves entered into such covenants. 

Mr. Key said the endowments funds with which the Com- 
mittee were dealing were not for normal maintenance of the 
hospitals service. They were to be used for charitable pur- 
poses by the Regional Boards and the hospital Management 
Committees. To say that these covenants should pass to the 
endowment fund was to find for them the nearest possible desti- 
nation to fulfil the purposes for which they were provided. 
If other hospitals or other charities were beneficiaries interested 
in trust property the property would continue to be adminis- 
tered by the trustees. The expression “endowments ™ in the 
definition he had just moved covered only property in which 
a particular hospital was the sole beneficiary. 

The words proposed by Mr. Key were added to the Clause 
by 28 to 14, and Clause 7 as amended was added to the Bill 
by 27 to 14. 

MEDICAL SCHOOLS 


On Clause 8 (Exception for medical and dental schools) 
Mr. Key moved that in the case of the Welsh National School 
of Medicine all properties and liability held or incurred for the 
purpose of the school, not being already vested in bodies 
specifically mentioned in the Clause, should be transferred to 
the governing body of that school. Normally a medical school 
was part of a university and did not of itself own property or 
incur liabilities, but the Welsh National School was a separate 
entity. The Committee agreed to the amendment, and to 
one excepting the University of London and the University 
of Wales from transfer of schools’ property “to the governing 
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body of the university of which the school is a part.” It also 
accepted a new subsection, proposed by Mr. Key, that if any 
institute for the postgraduate teaching of medicine or dentistry, 
being associated with any hospital to which Section 6 of the 
Act applied, was recognized by the Minister before the 
appointed day, Clause 8 should apply to it, and all propert 
or liabilities held for the purposes of such an institute should, 
on the appointed day, vest in the governing body of the 
institute. Dr. Morcan said the property of medical schools 
should be associated if possible with the hospital to which the 
school was attached, but sometimes vital buildings and equip- 
ment belonged to the school that should belong to the hospital. 
Mr. Key replied that property partly for school and partly for 
— purposes would be apportioned by regulations under 
Clause 6. 

Clause 8 as amended was ordered to stand part of the Bill 
and the Committee adjourned. 


WAR DAMAGED AND PROPOSED NEW HOSPITALS 


When proceedings were resumed on May 29 Mr. Key was 
again in charge of the Bill. On Clause 9 (Supplementary provi- 
sions relating to transfer of hospital property and liabilities) 
Mr. Key moved to add four new subsections dealing with 
premises intended to be used for the purposes of a hospital 
when adaptation had begun, land on which hospital building 
or works were to be constructéd, and where construction had 
begun before the appointed day, and also premises used for 
hospital purposes but destro or damaged and not restored 
before the appointed day. r. Key said the Bill as it stood 
was really only apt where premises were substantially capable 
of being used for hospital purposes and were actually in being. 
The proposed subsections would cover all cases where existing 
or new buildings were going to be restored or used for hospital 
purposes. Where, however, a building had been acquired for 
adaptation, or a site for a new building and no work or adapta- 
tion had been begun, then the property would be treated as an 
endowment and not as hospital premises. His amendment also 
dealt with local authorities’ premises temporarily in use for 
hospital purposes but not intended to be used permanently for 
such purposes ; these premises would be made hospital premises 
for the purpose of transfer. Under the War Damage Act, 1943, 
the rights of war damage payment for hospital buildings would 
vest in the governing bodies and the local authorities which 
were their previous owners. One new subsection transferred 
the rights to boards of governors of teaching hospitals, and to 
the Minister in all other cases. Where, however, damaged 
property was an endowment property a proviso to the subsection 
—. right to a value payment into an endowment under 
the Bill. 

Mr. SOMERVILLE HASTINGS moved an amendment which 
provided that where the local authority before the appointed 
day incurred expenditure in making war damage good, it should 
be reimbursed that amount out of the payment to the Ministry 
for war damage. Mr. Key agreed in principle with the inten- 
tion but said the amendment was not satisfactory as drafted ; 
he undertook to prepare an amendment before the Report 
stage which would satisfy the principle. Mr. Hastings withdrew 
his amendment, and the subsections proposed by Mr. Key 
were then added to Clause 9. 

Col. GAGE moved an amendment to ensure that regulations 
made by the Minister under this Clause were such as would 


logically follow on the provisions of the Bill. He suggested 


that the empowering words in the Bill were too wide and 
would, for example, allow the Minister to make regulations 
taking over and running for profit the shops which had been 
mentioned as being architecturally a part of St. Mary’s Hospital. 
Mr. Key said there was no such sinister intention, but provi- 
sion had to be made to meet circumstances not now predictable. 
If unreasonable and improper regulations were made the remedy 
lay with Parliament. The amendment was defeated by 24 to 13. 

Mr. MEsserR moved to leave out a provision that the Minister 
may make regulations for amendment of documents relating to 
any transfer of property or liabilities. Mr. Key said this power 
was needed and had always been given when property was 
transferred by statute. It had been given ‘in the Ministry of 
Health Act, 1919. Mr. Messer withdrew his amendment. 

On Clause 10 (Power to acquire hospital equipment) 
Mr. LinsteaD moved to add a proviso that if the Minister 
compulsorily acquired part of the equipment, furniture, or 
other movable property of any hospital, the owner thereof 
could require him to take over the whole or any part of the 
remainder. Mr. Linstead said that what were called “ tenants’ 
fixtures” were to be at the disposal of the Minister for acquisi- 
tion under this Clause ; he might take the cream off the milk 
and leave the tenants with valueless material once it was 
removed from the premises. Mr. Key said he could not accept 
the amendment, which would compel the Minister to take over 


things he did not want. Sir H. Morris-Jones thought this 
was one of the most reasonable amendments put before the 
Committee. Mr. Key said the suggestion was that the Ministry 
should spend public money in acquiring something of no value. 
That was not the standard of public administration which it 
wished to see in operation in this country. Mr. SOMERVILLE 


“HASTINGS said that when in 1930 the L.C.C. took over a number 


of hospitals from the Boards of Guardians there was little 
equipment worth having, and for 10 years the L.C.C. had diffi- 
culty in getting rid of obsolete material. Dr. MorGaN said 
some private mental institutions had not changed equipment, 
etc., for 40 years; it was extraordinary to suggest that the 
Minister should have no regard to the modernity of the equip- 
ment. In one private mental hospital he knew plans were being 
made to fill the place with old furniture so that the Minister 
might take it over. 

The proposed amendment was rejected by 24 to 15 and 
Clause 10 was ordered to stand part of the Bill. 


AREAS OF REGIONAL BOARDS 


On Clause 11 (Regional Hospital Boards, Hospital Manage- 
ment Committees, and boards of governors of teaching 
hospitals) Mr. WiLLinK moved that orders made by the 
Minister constituting such authorities should be made “ after 
consultation with the Central Council.” He said the opening 
words of Clause 11 were obscure. There was reference to 
determination by the Minister and to orders by the Minister, 
who was to constitute Boards for such areas as he might deter- 
mine. He (Mr. Willink) was not sure whether the determina- 
tion was going to be in the order. His proposal was that the 
Minister's order could be made only after consultation with 
the Central Council. The vital question was the character 
and size of the regions. In the Bill those counties which cut 
across part of the catchment areas of the hospitals were them- 
selves set up as clinic authorities, and those clinics must be 
run in the closest co-ordination with the hospital services. The 
Central Council ought to advise and be consulted on the 
constitution and determination of a region. Mr. Bevan might 
decide that there were to be 16 or 20 regions as indicated in 
the White Paper, 10 or 11 as indicated by those whom Mr. 
Willink called “ the pundits,” or 25 to 35 which he, in common 
with many others, had aimed at a year ago. As the Bill stood 
the number was entirely uncontrolled. The Committee did not 
know whether the Minister was going to treat the problem of 
the London region as a matter for his personal decision with- 
out consulting the Central Council. Mr. Bevan should under- 
take an obligation in the Bill so that Parliament could discuss 
the orders setting up the Regional Boards and to ensure that 
he could consult the Central Council on this vital matter. 

Mr. Key replied that orders setting up the Regional Boards 
would have to specify the areas for which they were being 
constituted. That was necessary because the regions would 
have to be subject to alteration by amending orders in the light 
of experience. In setting up Regional Boards one aspect of 
the problem would be delimitation of the areas for a specific 
Regional Board. There was also the question of the constitu- 
tion of the particular board, and, thirdly, the selection of indi- 
viduals to be appointed. These last two subjects were not 
matters for consultation between the Minister and his Central 
Council. Mr. Key believed, however, that in delimiting the 
areas of the regions the Minister would have to consult the 
Central Council and take advice. He thought that would be 
the intention of the Minister, but it would be dangerous to 
insert in the Bill the words proposed by Mr. Willink. 
Mr. Willink’s amendment was negatived. 

Mr. RiIcHARD Law moved to substitute “regulation” for 
“ order” in the provision authorizing the Minister to constitute 
Regional Hospital Boards; the amendment would mean that 
the Minister’s scheme setting up the Regional Boards and defin- 
ing the regional areas would have to be submitted to Parliament. 
Mr: Key said he was advised that the appropriate instrument 
for constituting such bodies was an order. After discussion the 
amendment was withdrawn. 

Mr. MESSER moved to insert the words “ by order” in the 
reference to the determination of areas by the Minister. He 
said there was no provision in the Bill for consultation with 
the local authorities, who were much concerned in these deci- 
sions. If a region was so determined that it cut through more 
than one local health apthority that local health authority had 
to consult more than one region and that region more than one 
local authority. There was need, as the Bill did not provide 
for any consultation, that Parliament should have the oppor- 
tunity of reviewing the order. Mr. Key said that Mr. Bevan 
regarded this as an administrative function to be decided by 
him administratively, and he must have the necessary power 
to settle these areas and to modify them. Mr. Bevan had said 
earlier in the Committee that he would do this only after 
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consultation with local authorities, medical practitioners, and 
hospital authorities, but the determination must lie with the 
Minister. Mr. Key was ready to agree that the Ministry could 
modify the working of the Clause to ensure that the areas 
would be specified in the order constituting the original Board. 

Mr. Messer’s amendment was defeated by 20 to 17 and the 
Committee adjourned. 


DAY-TO-DAY ADMINISTRATION 


The ninth day’s proceedings began with a motion by 
Mr. Lipson to omit in subsection 1 of Clause 11 the word 
* administration” and to substitute “ planning, co-ordination, 
and general supervision.” The term “ administration” was far 
too indefinite. The Regional Boards would not manage the 
hospitals ; it would be their function to see that the provision 
of the services for implementing the proposals for a National 
Health Service were satisfactory. Sir H. Wespe said the 
amendment removed from the Regional Boards responsibility 
for administration of the hospitals. Subject to anything that 
might be provided later in the Bill it would throw back adminis- 
tration to those authorities who now exercised it. In the case 
of local authority hospitals that would be a fundamental 
improvement and would remove the greatest objection to the 
scheme. If the Bill went forward as it stood administration 
would be taken from the health authorities who now exercised 
it, and handed over to a new body, with the result that the 
position would be worse than before 1930, when local authorities 
were concerned solely with the preventive medicine side of 
public health. An area embracing London and the Home 
Counties was too big as an administrative unit though possible 
as a planning unit. If the Regional Boards were to administer, 
London would be faced with the sector administration adopted 
during the war. That would not work. Half a dozen hospital 
areas might meet in London, and the L.C.C., as the one health 
authority responsible for all the domiciliary health services, 
would work upwards to a number of hospital authorities. 
Teaching hospitals were not evenly spaced through London. 
Unless these regions were drawn with boundaries which would 
make a Chinese puzzle, some of them would each have one 
teaching hospital at their disposal while others would have an 
embarrassment of choice. Most of the mental hospitals which 
served the Greater London authority were in the triangle 
bounded by Epsom, Redhill, and Croydon. In other stretches 
of the periphery there were no mental hospitals. Therefore 
anything in the nature of regions radiating from the centre 
would produce an impossible position. All these difficulties 
would disappear if the Minister accepted the point that while 
the planning and co-ordination of services was a function of the 
Regional Board, administration of the hospitals remained a 
function of the local authorities. It was clever of the Minister 
to use the well-known reluctance of the medical profession to 
have anything to do with the loca! authorities ; that was why the 
Committee must be prepared to leave the administration of 
voluntary hospitals to be dealt with differently. He could see 
no reason why there should not be a planned scheme of hospital 
service, planned by the region under the Minister’s supervision 
but administered by existing authorities—by, if the Committee 
liked, the present governors of the voluntary hospitals. 

Mr. Key said the amendment would break up the whole 
administrative side of the Bill. What the Committee was doing 
was to bring about the organization not of a local hospital 
service but of a national hospital service. It was undertaking 
the responsibility of seeing that everybody, no matter in what 
area he lived, had an efficient service. Responsibility for that 
service was placed upon the Minister, and the Bill proposed that 
he should work through Regional Boards, which in turn would 
work through hospital Management Committees. The efficiency 
of that administrative scheme would be vitiated if the Regional 
Boards were mere planning and supervising authorities. The 
threat of withholding money was not an efficient instrument for 
getting proper administration. Hospital Management Com- 
mittees would not be responsible for a local authority area ; 
they would manage an institution or a group of institutions 
related functionally and not merely geographically. There- 
fore local autonomy was not the conception of this scheme. 


MINISTER'S CHANGE OF MIND? 


Mr. WILLINK said Conservatives would vote in favour of the 
amendment though not committing themselves to its terms, 
which were too vague. The reply they had just heard from 
Mr. Key showed that when the decision to nationalize was 
taken the Minister did not know what he was doing, and that 
he was still changing his mind as to how he was to perform 
his functions. The Opposition did not believe that Regional 
Boards ought to be administrative bodies. These Boards could 
not administer a hospital unless they administered it from day 
to day. Hospital Management Committees would be devised 


as purely functionary units. He thought that disastrous. He 
asked why the Minister sought to retain the original language 
of the Bill when his conception of the Regional Board had 
changed, and he was increasing the functions of the hospital 
Management Committees. Mr. Willink thought the Minister 
meant that the Regional Boards were compulsorily to delegate 
administrative responsibility and to retain supervision. He 
would be satisfied if the Minister would change Clause 11 to 
bring the conception of administration into the work of the 
hospital Management Committees. 

Mr. Hopkin Morris said the Regional Boards should be 
given powers of planning and co-ordination but not day-to-day 
administration, because that would result in a Regional Board 
for the whole of Wales interfering with the day-to-day manage- 
ment of the medical school at Cardiff. Mr. Linsreap asked the 
Committee to look at the question from the point of view of 
hospital staffs. Nursing staffs were jealous that they were 
members of the staff of a particular hospital and. were now 
apprehensive that they were to become members of the staff 
of a region. Mr. Lipson asked whether Mr. Key could 
reconsider the matter before the Report stage to prevent the 
Regional Board being cluttered up with details of day-to-day 
administration. 

Mr. Key said “administration” in this context referred to 
the general administration of the service. The function of the 
hospital Management Committee was to administer the detailed 
day-to-day business of a hospital or group of hospitals. There 
had been no changes in the conception of this scheme of 
administration. The possible exception was the Minister's 
decision to see that hospital Management Committees received 
powers to hold trusts and accept gifts. The Government's 
conception was that the hospital Management Committee would 
choose and appoint the ordinary staff of the hospital group. 
Responsibility for payment would rest with the Regional Board. 
Appointment, selection, and dismissal of ordinary staff would 
remain with the Management Committee, whose business it 
would be to maintain and supply their hospitals. Any major 
alteration to a hospital would rest with the Regional Board, 
but the day-to-day maintenance would be conducted by the 
Management Committee. Patients and other local people 
would be in contact with the Management Committee. 
Mr. Bevan held firmly that for efficient planning, iy noe 
and control there must be this chain of responsibility from 
him through the Regional Board to the hospital Management 
Committee. So far as possible detailed responsibilities would 
be passed on to the lower bodies. 
os proposed by Mr. Lipson was rejected by 

to . 

Mr. Messer, on the same subsection, moved that the Minister 
before making any order determining an area should consult 
the local authorities providing health services or such other 
organizations as appeared to him to be concerned. He wanted 
to prevent confusion resulting from a regional boundary line 
cutting across the boundaries of local authorities. Mr. Key 
said the Ministry agreed that there should be these consulta- 
tions, but he could not accept the amendment because words 
prescribing consultations with one interest would exclude people 
whom it might be necessary to consult. Mr. Messer withdrew 
his amendment. 


HOSPITAL VERSUS GEOGRAPHICAL UNIT 


Cmdr. MAITLAND moved to insert a provision in subsection 3 
of Clause 11. This subsection authorizes the Minister to 
approve, with or without modifications, additions, or excep- 
tions, any scheme submitted by a Regional Board, and imposes 
on the Board the duty of giving effect to the scheme as 
approved. Cmdr. Maitland’s amendment proposed that 
before approving such a scheme the Minister should be 
satisfied that a hospital Management Committee did not exer- 
cise functions unless the hospitals forming its group were within 
the same locality and were in any event within the area of the 
same local health authority. The purpose of the amendment 
(which mainly concerned rural areas) was to relate the number 
of beds in the area controlled by the Management Committee 
to the size of the area and the geography of the district. 

Dr. STEPHEN TAYLOR said Cmdr. Maitland was making a 
case for the grouping together of a few small cottage hospitals 
because they might be geographically or socially linked. It 
was essential for an efficient hospital service that the number 
of cases of a particular kind in an area should be adequate 
to maintain specialists. The danger of having small units of 
hospital administration was that the nation got small hospitals 
where the general practitioner performed specialists’ work. 
An abuse described as bogus lists of consultants had grown 
up in cottage hospitals. These consultants did not attend. 
Mr. WILLINK pointed out that specialists were not employed 
by the Management Committee. The specialist of a region 
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could be attached to three, four, or five hospital Management 
Committees. The scheme fastened upon the country a system 
whereby no hospital Management Committee could have fewer 
than 1,000 beds or thereabouts. He thought Mr. Bevan, during 
the few months he had been at the Ministry, had encountered 
an idea that gynaecologists and obstetricians did not get enough 
important cases unless there were maternity units of at least 
100 beds. To get that result a hospital had to draw from an 
enormous area. 

Dr. Taytor said that when Mr. Willink was Minister of 
Health he, Dr. Taylor, had consultations with the Ministry on 
the proper proportion of hospital beds to population. The 
figure arrived at was between 8 and 10 per 1,000. These need 
not be in one place, but they would be put under one Manage- 
ment Committee. Mr. WILLINK said that was not the ratio 
this country would have for many years to come. If this Bill 
was to be safeguarded from one of its greatest dangers—the 
absence of tie-up between clinic service and hospital service— 
the Minister should favour a geographical county as the 
appropriate area for a Management Committee. 

Mr. Key said there was no intention that the Minister should 
be hidebound by any idea of 800, 1,000, or 1,200 beds. He 
could not agree that the area must in any event be within the 
area of the same local health authority. Nor could he agree 
that the Ministry must not include a hospital establishment that 
was just outside the bounds of an ordinary county borough. 
Cmdr. Maitland withdrew his amendment. 

On the motion that the Clause stand part of the Bill, Mr. Law 
drew attention to subsection 7 of Clause 11 empowering the 
Minister to designate as a teaching hospital other hospitals 
than the existing teaching hospitals. He asked whether the 
Minister intended to consult not only the university concerned 
but also the Central Council. Sir H. Lucas-Tootn asked 
whether the Minister had considered sufficiently the transition 
from the old to the new organization. In Middlesex the 
numbers engaged in lay administration—including engineers, 
architects, legal experts—ran into hundreds. Most of these 
were employed by the county council for general purposes and 
did their work in connexion with hospitals among their other 
work. To use the existing organization in taking over would 
be possible only if the new regional area coincided with the 
county council area. Mr. Key said the Ministry would con- 
sult with local authorities and others about the problems of 
transition. The designation of additional teaching hospitals 
was a matter for the universities and not for the Central Council. 
If it was felt in consultation with the universities that the advice 
of the Central Council would be helpful the Minister would 
take the necessary steps. 


Consukants’ Terms of Service 


On May 23 Mr. Beswick asked when the Minister of Health 
intended to make a statement as to the financial terms to be 
offered consultants under the proposed new National Health 
Service. Mr. BEVAN replied that this would be a matter for 
discussion with the profession when Parliament had settled the 
general structure of the new service. 


Health Service Films ? 


Mr. SOMERVILLE HastiINGs asked Mr. Bevan on May 23 to 
arrange for the preparation of films to explain to the public 
the health service that would be developed under the Bill now 
before Parliament. Mr. Bevan said he would certainly con- 
sider this as soon as Parliament decided upon the shape of the 


new service. 
E.M.S. Hospitals 


Dr. SEGAL on May 23 asked whether Mr. Bevan would give 
an assurance to existing E.M.S. hospitals that they would con- 
tinue to be retained until such time as a co-ordinated hospital 
policy could be carried out. Mr. BEVAN answered that as the 
commitments of the Emergency Hospital Scheme contracted, 
the scheme itself must contract; he could not, therefore, give 
this assurance. No emergency hospitals were given up with- 
out first considering the probable future needs of the hospitals 
services. He had no Parliamentary authority to provide 
hospitals, except for patients intended to be treated by the 
Emergency Hospital Service. Until it received new powers the 
Ministry of Health could not own hospitals and could not make 
available to people hospital facilities which Parliament had not 


provided. 
N.HLI. Assets 


Mr. James Griffiths was asked by Sir E. Granam-LittTLe on 
May I7 to give the present disposition of the assets of the 
Health Insurance system, which at the end of 1944 amounted 
to £250,000.000. Mr. GrirFitHs replied that about £60.000.000 
of these assets was held by approved societies and the balance 


by the National Debt Commissioners. He said that in the main 
these assets were not a surplus. They represented the actuarial 
reserves in respect of existing insured persons. 


Gastro-enteritis in Leeds School-children 


Mr. SraMForD on May 23 asked Miss Ellen Wilkinson 
whether the investigations of the schools medical section of 
her department into the recent outbreak of gastro-enteritis 
among a large number of children attending schools in West 
Leeds had been completed. Miss WILKINSON said she had 
received an interim report from one of her medical officers 
which showed that the outbreak affected some 260 children 
from 14 schools in Leeds served by one central kitchen. The 
investigation, which was being conducted by the loca! authority, 
was not completed and the cause of the outbreak, which, though 
widespread, did not appear to have been serious, had not been 
determined. 


X-ray Examinationsof Ire Ore Miners.—Mr. Shinwell is informed 
that iron ore miners seeking employment at coal mines in Cumberland 
may, in future, be required to undergo an x-ray examination under 
arrangements made my oe by the owners. The cost of he examin- 
ation will be borne by the owners and not by the men themselves. 


Astley Ainsley Hospital—The Astley Ainsley Hospital Order Con- 
firmation Bill was introduced in the House of Commons on May 21 
and was read a third time on May 23. The Bill proposes to allow 
the Governors to develop the occupational therapy department of 
the hospital and associated institution for treatment of patients of 
or from the Royal Infirmary of Edinburgh; also to admit students 
to the training centre at the institution, provide teaching staff, and 
issue diplomas. 

Notes in Brief 

In 1945 78 inmates of H.M. prisons were certified insane, com- 
pared with 65 in 1944 and 69 in 1943. In most prisons there is on 
one medical officer, and the certificate is ordinarily signed by him 
and by a doctor called in from outside the prison. 


Mr. Wilmot has arranged for increased supplies of hypodermic 
syringes to be made available. Production been stepped up 
and the position should improve rapidly. 


Manufacture and distribution of vaccine lymph will in future be 
undertaken on behalf of the Ministry of Health by the Lister Insti- 
tute of Preventive Medicine. 3 


Local authorities are being advised in laying out their housing 
estates to leave space for houses each large enough to be used as a 
doctor’s house and surgery. Mr. Bevan says can be built 
when materials and labour are more plentiful. 


Mr. Bevan has under consideration the question of making 
Regulations requiring the heat-treatment of ice-cream mixes before 
they are frozen. 


Medical News 


The Cavendish Lecture will be delivered before the West London 
Medico-Chirurgical Society by Sir Lionel Whitby at Kensington 
Town Hall on Tuesday, June 18, at 8.30 p.m. His subject is “ The 
Magic Bullet and After.” Reception (morning dress) from 8 p.m. 
The annual. conversazione and medical and surgical exhibition will 
not be held this year. Invitation cards for members and ‘heir friends 
are being distributed. Any member who has not received a card 
should apply immediately to the secretary of the society. 


The British Psycho-Analytical Society invites all members of the 
medical profession to attend the first of a series of annual “ Ernest 
Jones” lectures entitled “ The Physical and Menta! Sources of 
Behaviour,” which will be given by permission of the Royal Society 
of Medicine in the Barnes Hall at 1, Wimpole Street, W., on 
Wednesday, June 19, at 8.0 p.m., by Prof. E. D. Adrian 


An exhibition arranged by the London Council of Social Service 
to show how community centres may be planned. established, 
managed, and financed is now on view in Room 129 of County 
Hail (entrance in York Road, S.E.). It was opened by the Minister 
of Town and Country Planning on June 4 and will remain open 
till June 15, from 10 a.m. to § p.m., Thursday 10 to ° = It will 
" closed on Whit-Saturday, Sunday, and Monday. Admission is 
ree. 


The Scottish Council for Health Education is arranging three resi- 
dential summer schools at St. Andrews University from June 29 to 
July 12 and August 3 to 17, and at Edinburgh from July 13 to 27. 
The courses will cover physiology, psychology, and social medicine, 
and speakers will include Col. Walter Elliot, Prof F A E. Crew, 
Prof. Noah Morris, and Dr. Innes Pearse. The August school at 
St. Andrews is fully booked, but there are still a few vacancies for 
the one from June 29 to July 12, and also for tha: a: Edinburgh. 
Applications for enrolment should be addressed to the secretary, 
3, Castle Street, Edinburgh 2. 
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The Maudsley Hospital Medical School is now holding Part I of 
its thirtieth course of instruction for a Diploma in Psychological 
Medicine ; it began on June 3. Part II will be held from September 
to November. Information about the course may be had from 
Dr. W. W. Kay, acting hon. director, Maudsley Hospital Medical 
School, Denmark Hill, London, S.E.5. (Tel.: Rodney 2634-7.) 

Sir Howard Florey, F.R.S., professor of pathology at Oxford, 
is leaving for South America on June 18 to lecture for the British 
Council to both lay and medical audiences on penicillin, and to 
doctors only on the uses of micro-organisms for therapeutic purposes. 
The lectures will be given in Spanish, except in Brazil, and will be 
illustrated by films and slides. Sir Howard wiil visit Argentina, 
Brazil, Chile, Colombia, Mexico, Peru, and Uruguay, spending about 
a week in each country. He will travel home via the United States 
and Canada. 

Dr. Wiliam H. Feldman, of the Mayo Foundation University of 
Minnesota, Rochester, U.S.A., has accepted. the invitation of the 
Council of the Royal Institute of Public Health and Hygiene to be 
appointed Harben Lecturer for 1946. The subject is the chemo- 
therapy of tuberculosis—including the use of streptomycin. The 
lectures will be delivered at the Institute, 28, Portland Place, London, 
W.1, at 3 p.m., on Monday, Tuesday, and Wednesday, July 15, 16, 
and 17. Admission is free, without ticket: seats may be reserved 
on application to the secretary. 

At a general meeting of the Society of Medical Officers of Health 
Sir Allen Daley, M.D., F.R.C.P., Medical Officer of Health and 
School Medical Officer, London County Council, was unanimously 
elected to be President for the session 1946-7, beginning on Oct. 1. 
At the same meeting the Honorary Fellowship of the Society for 
persons “eminently distinguished in the advancement of public 
health’ was conferred upon Sir George Elliston, M.C., M.A., 
founder and editor of the Medical Officer since 1908—one-time execu- 
tive Secretary of the Society; M.P. for Blackburn 1931-45, and now 
chairman of the Public Health Committee of the City of London, 
and of the Board of Management of the London School of Hygiene 
aud Tropical Medicine. 

Prof. Charlotte Ruys, a bacteriologist on the staff of the Nether- 
lands Tropical Institute, made a short visit to this country during 
the early part of May under the auspices of the British Council to 
renew professional contacts. She visited the Central Public Health 
Laboratory, the London Hospital, the School of Hygiene, and the 
Welicome Research Institution. 

The order of the White Lion of Czechoslovakia has been conferred 
upon Mr. Geoffrey Knight by President Benes in recognition of his 
services as neurological surgeon to the Forces of the Republic. 

Dr. H. E. Martin, honorary secretary of the Blackpool Medical 
and Panel Committee, and a temporary principal medical officer of 
the Ministry of Pensions, has been awarded the Haldane Prize of 
the Institute of Public Administration for an essay on “ The 
Transition to a State Medical Service.” 

The freedom of South Queensferry has been conferred on 
Dr. G. A. Dickson in recognition of his faithful services to the 
community for nearly 50 years. Dr. Dickson was chairman of the 
Lothian Division of the British Medical Association in 1923-5. 


No. 20 


INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended May 18. 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal! towns in Scotland. * (d) 
The 13 principal towns in Eire. (ce) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 


1946 1945 (Corresponding Week) 
Disease 
Cerebrospinal fever .. 4) 6 255 2 — 64 3} — 
Deaths 2 3 i 
Diphtheria 369; 35) 105} 53) 1 498} 27| 14 
Deaths ab 5 1 — 44 — 1 1 1 
Dysentery .. ..| 120, 19| s9}—|—] 434] 31] 106) 12) — 
Deaths ‘a — 
Encephalitis lethargica, 
sipelas ne + 444 4 1 13 1 
Infective enteritis. or 
diarrhoea under 2 
years 32 36 
Deaths i 52} S|} 13} 14 4 si} 8 8 9 3 
Measles* 2,658) 836 625) 64) 314,126) 819) 451) 12 
Deaths — 1 1) — | | 1 
Deaths 
Paratyphoid fever 2) — — |1(B) 2; — |1(B) — 
Pneumonia, influenzal . . 461) 22 9 3 44 612) 23 7, 12) «+4 
ths (from influ- 
enza)t 1 13) — | — 
Pneumonia, primary .. 197) 24 202) 44 
Deaths 20 4 19 9 
Polio-ercephalitis, acute| — | — | i; — 
Poliomyelitis, acute... 8} — | — — — 
aths | — 
Puerperal fever . . | 3 21) 
Deaths | 


Puerperal pyrexiat ... 124) 27) a1 @4 
Deaths te 2) 


EPIDEMIOLOGICAL NOTES 
Discussion of Table 


England and Wales recorded increases in whooping-cough 126, 
scarlet fever 90, and measles 88. 

The increase in whooping-cough was due to a few areas: 
Yorkshire North Riding 37, London 28, Yorkshire West Riding 
23. The only variation of any size in the trends of scarlet 
fever was an increase of 20 in Lancashire. Cases of measles 
increased in Essex 50, Durham 46, and Lancashire 44 ; a large 
fall was recorded in London 92. 

Notifications of dysentery were 17 fewer than in the pre- 
ceding week, and the total was the smallest for 2} years. The 
only large returns for dysentery were Lancashire 21, London 19, 
Middlesex 10. 

Scotland reported a further decrease in the incidence of 
measles 184. Scarlet fever increased by 27 and diphtheria by 
23. Rises in the incidence of dysentery were recorded in Glas- 
gow from 15 to 28 and in Edinburgh from 6 to 13. The 
increase in diphtheria was mainly contributed by Glasgow, 
where the notifications rose from 31 to 47. 

Lire had only one change of any size in the returns of infec- 
tious diseases—an increase of 20 in diphtheria. This was due 
to the experience of Dublin C.B., where the cases rose from 


8 to 23. 
Week Ending May 25 
The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,089, whooping-cough 
2,075, diphtheria 371, measles 3,287, acute pneumonia 557, 
cerebrospinal fever 67, acute poliomyelitis 9, dysentery 200, 
smallpox 8, typhoid 8. 


Scarletfever .. 1,112) 74 154, 12 
Deaths 


Smallpox 
Deaths 


Typhoid fever .. 


Typhus fever .. | — 


2,306, 188, 112 39, 29) 1,068) 60 77| 29 
33,59, 37 


Whooping-cough* 
euths 


327, 42, 63, 37, 25 


Deaths (0-1 year) 
Infant mortality rate | 
(per 1,000 live births) | 


Deaths (excluding stiil- | | | | | 
births) »' .. | 4,494 662; 666) 213) 132] 4,314) 589) 634 
Annual death rate (per | | 
1,000 persons living) | 


| 


231 
14-4) 14-9 


142 


14-7 13-6) 


Live births .. | 8,570,1295 1005) 526) 263 7,729| 816) 965| 394] 280 
Annual rate per 1,000 | | 
persons living <a | 20-2) 33-7 19-3) 25-4 
Stillbirths .. | 263) 28) 31 203} 21| 38 
Rate per 1,000 total | | | 
births (including | 
stillborn) | 38 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

+ Includes primary form for England and Wales,’ London (administrative 
county), and Northern Ireland. 

t Includes puerperal fever for England and Wales and Eire. 
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Letters, Notes, and Answers 
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ANY QUESTIONS ? 


Examination of a Virgin 


Q.—Should vaginal examination of a virgin always be carried 
out under general anaesthesia? What would the legal position 
be if a female patient were examined per vaginam without being 
told of the examiner's intentions ? 


A.—Vaginal examination of a virgin should be avoided if 
possible; the information sought can usually be obtained 
almost, if not quite, as well by rectal examination. If, prefer- 
ably after consultation, it is considered essential to make an 
examination per vaginam, the necessity for a general anaesthetic 
must be decided by the likelihood of the patient's reacting, 
mentally or physically, in a manner which would be unsatis- 
factory from the point of view either of the patient herself or 
of the examiner. While this is a matter to be assessed with 
reference to each particular case, the likelihood is sufficiently 
great to warrant a general opinion that vaginal examination of 
a virgin should be carried out under general anaesthesia. 

The patient should be informed of the examiner's intentions, 
and in the case of girls and voung women the mother or 
guardian should be similarly informed. In the case of Service 
patients the girl's senior officer should be regarded as being 
in loco parentis. If the patient were not informed of the 
examiner's intentions an action for assault might be raised. 
Though such an action could have little chance of success if 
the examination were shown to be medically justifiable, it is 
an eventuality which should not be risked. 


Demonstrating Treponema balanitidis 


Q.—How is Treponema balanitidis demonstrated? It is not 
mentioned in the new edition of two standard books on 
bacteriology. 


A.—Treponema (or Spirochacta) balanitidis is best demon- 
strated by dark-ground microscopy ; staining is unsatisfactory, 
since fixation of the organism does away with its two most 
characteristic features—shape and movements. A short descrip- 
tion of the organism and the clinical condition to which it gives 
rise may be found in several textbooks on venereal diseases, 
including those by Harvison, Lees, Burke, and McLachlan. 


Breathing Exercises for Emphysema 


Q.—Are breathing exercises of any use in emphysema? If 
so, what kind of exercises should be advised ? 


A.—Breathing exercises may be prescribed with two different 
objects in view. Exercises of the inspiratory type are used in 
empyema to encourage re-expansion of the lung and to limit 
contraction of the chest wall. Exercises designed to increase 
expiratory power, and especially the movement of the dia- 
phragm, are employed in the treatment of asthma and 
emphysema. The benefit to be derived from breathing exer- 
cises in emphysema depends upon an increase in the patient's 
ability to overcome the tendency to fixation of the chest wall 
in the inspiratory position, and in the freedom of movement 
of the diaphragm, which also tends to be held fixed in the 
inspiratory position. The breathing exercises described in 
Physical Exercises for Asthma, published by the Asthma 
Research Council, are suitable for emphysematous patients. 


Occult Blood 


Q.—Should the patient be on a meat-free diet for three days 
before testing faeces for occult blood? Most specimens of 
faeces from patients on a meat diet give a negative test. 


A.—The statement in this question is true only if a com- 
paratively insensitive test for occult blood is used. Even the 
benzidine test may be reduced in sensitiveness by technical 
variations or errors, such as failure to prepare a fully saturated 
solution of benzidine in acetic acid. In order to ensure the 
detection of minor degrees of haemorrhage it is desirable that 
the test should be a sensitive one; it is then essential, if false 
positives are to be avoided, that the patient should have a 
meat-free diet beforehand. 


Nystagmus in an Infant 
Q.—A 2-months-old child had a concomitant squint, which 
had been present at, or shortly after, birth. There was also a 
very fine, rapid, incessant rhythmic oscillation of both eyes, 
rather like the motion of the balance wheel of a watch. Now, 
at the age of 16 months, the squint has slightly improved and 
the oscillations have almost gone. The child is normal in every 
other respect. (a) What is likely to have been the cause of the 
oscillation ? (b) As the mother would prefer the child not to 
wear glasses, is any other treatment suitable ? (c) lf operation is 

necesscry, at what age is it best performed ? 


A.—(a) The nystagmus my be amblyopic, hereditary, or 
idiopathic. The causes of an blyopic nystagmus are: opacities 
of the cornea—especially f:°m ophthalmia neonatorum—con- 
genital cataract, haemorrhage, disease or abnormalities of the 
retina and choroid, total colour blindness, and albinism. (6) It 
is hardly practicable for a child of under 2 years to wear 
glasses. Later, if there is a refractive error necessitating cor- 
rection, glasses should be insisted on—there is no adequate 
substitute. (c) Supposing the eye is healthy, unless the squint 
is very marked operation should be delayed until the child has 
had orthoptic exercises. These can usually be started at the 
age of 4 years. In the meantime the fixing eye should be 
atropinized with 1% ointment once a day to prevent the non- 
fixing eye from becoming amblyopic. 


S for Sugar 
Q.—What do the letters W at 1000, H at 1016, and S at 1026 
stand for on the urinometer ? 


A.—W stands for water. H stands for healthy, 1016 being 
the approximately normal specific gravity of urine in a healthy 
individual. § stands for sugar, as it is above the specific gravity 
of 1026 that one would expect to find sugar in the urine. 


Athlete’s Foot 
Q.—Is iodized phenol used in the treatment of athlete's foot ? 


A.—lodized phenol can be used for athlete's foot, but it is 
not recommended as it may cause irritation. In spite of the 
many new forms of treatment introduced from time to time, 
Whitfield’s ointment and Castellani’s fuchsin paint still maintain 
their reputation. 

Recurrent Vulval Herpes 


Q.—A lady aged 71 has had recurrent attacks of herpes on 
the vulva and buttocks since the age of 46. She had twenty or 
twenty-five attacks a year until she had sprue two years ago. She 
now has thirty to forty attacks. Ocstrogens, injection of calf 
lymph, x rays, and autohaemotherapy have been tried. Is there 
any other treatment ? 


A.—Recurrent herpes is almost certainly due to the activa- 
tion of latent herpes in a carrier. When the eruption is localized 
to a fixed site recurrence may be due to some focus of infec- 
tion or irritation within the nerve area of the affected part. 
Such a focus should be looked for and eradicated if possible. 
In the case under discussion it might be an anal fissure or a 
cervical erosion, or it may be due to the irritation of a ring 
pessary. There is some evidence that full doses of nicotinic 
acid (50 mg. t.i.d. until facial flushing occurs, and then diminish 
the dose until symptoms of intolerance disappear) prevent the 
recurrence of herpes febrilis. With regard to her attack of 
sprue, it may be significant that this vitamin is essential for 
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the healthy functioning of the intestinal tract. It would 
probably be helpful also to prescribe a small dose of some 
sedative, because nervous factors are also predisposing to 


recurrent herpes. 
Erythromelalgia 


Q.—Please describe the signs, symptoms, pathology, and 
treatment of erythromelalgia. 


A.—The modern conception of “erythromelalgia” is of a 
symptom-complex which may be due to a variety of different 
causes. The clinical characteristics are redness of the extremi- 
ties (usually the legs), tegether with burning pain when the 
limbs are dependent. The article upon the subject written by 
Pickering in the British Encyclopaedia of Medical Practice 
{S, 188) may be consulted with profit. Sir Thomas Lewis's 
writings in Clinical Science (London, Shaw and Sons, 1934, 
ch. 18) and in Vascular Disorders of the Limbs (London, 
H. K. Lewis and Co., 1936) should be studied. 


Angina Pectoris and Coronary Thrombosis 


Q.—What is the pathological condition in angina pectoris ? 
What is the clinical distinction between angina pectoris and 
coronary thrombosis? I was taught that Dr. Arnold of Rugby 
died of angina pectoris. Is it not pessible that this attack, 
which came on when he was in bed, was coronary thrombosis ? 


A.—Atheroma or arteriosclerosis of the coronary arteries 
exists in the great majority of patients who have angina 
pectoris. The blood supply to the myocardium thus becomes 
restricted. In exercise more work is required of the heart 
muscle and therefore an augmented blood supply is necessary. 
Anginal pain develops whenever the available blood supply 
is insufficient for the needs of the heart muscle. Angina of 
effort is therefore closely related to exercise, usually walking, 
and it abates when the exercise ceases. 

When thrombosis occurs in a coronary artery there is 
permanent occlusion of the channel and a prolonged bout of 
pain occurs, irrespective of the state of rest or exercise. More- 
over, since conditions of low blood pressure and slow, blood 
flow conduce to thrombosis, this event is likely to take place 
in the night or when the patient is at rest in the daytime. Other 
frequent special features of coronary thrombosis that are not 
seen in angina of effort or spasmodic angina are : (i) severe 
shock with lowering of blood pressure for some weeks ; (ii) 
evidences of inflammatory reaction after the attack of pain— 
e.g., fever and leucocytosis ; (iii) local pericarditis due to exten- 
sion of the cardiac infarct to the surface ; and (iv) persisting 
electrocardiographic abnormalities of special kinds which 
evolve in certain ways for weeks and months after the 
attack. 

The answer to the last part of the question is in the 
affirmative. 

Trauma and Peptic Ulcer 


Q.—Could trauma to a limb—fracture of the lateral malleo- 
lus—cause a gastric ulcer in a man who had previously enjoyed 
good health and who had never had gastric symptoms ? 


A.—Perhaps the only definite knowledge we have that trauma 
to a limb may be a causative factor in the production of peptic 
ulceration is in the case of the so-called “Curling” ulcer of 
the duodenum, which may be associated with extensive surface 
burns and was first described by Curling in 1842. This was 
attributed to embolism, but the modern tendency is to regard 
it as due to a histamine-like substance, which is liberated from 
the septic area and is known to produce hyperchlorhydria. 

These ulcers are acute and may bleed or perforate, but prac- 
tically never become chronic. One would suspect that the 
amount of any such substance set free from a fracture of the 
lateral malleolus would be very small and unlikely to lead 
to peptic ulceration. The fact that tens of thousands of such 
fractures occur without any evidence of ulceration supports this 
conclusion. In the case described there is no previous evidence 
of peptic ulcer, and so mere aggravation of a pre-existing lesion 
is not suggested. Before the question is dismissed, however, 
the psychological aspect must be considered. That emotional 
states have a definite influence upon peptic ulceration is now 
widely accepted, although whether they can be causative is less 
certain. However, the fracture in this case may be associated 
with some psychological state, anxiety, etc., which could be an 


aetiological factor (perhaps one of many). Otherwise the 


relationship should be regarded as coincidental. 


Sensitivity to Eggs 
Q.—My son, aged 44 years, is extremely sensitive to eggs. 
Can anything be done about it? 


A.—Yes ; oral hyposensitization may be carried out by giving 
increasing amounts of egg diluted in water ; particulars of this 
method can be found in some of the books on allergy and 
asthma (Bronchial Asthma, by Leon Unger, and Clinical Allergy, 
by Louis Tuft). Results are moderately satisfactory but the 
procedure is long and tedious. It is not used as a routine 
measure in patients sensitive to eggs but only in special cases, 
depending on the duration of the sensitivity (after elimination 
has been tried), the degree of sensitivity, and the circumstances 
of each individual patient. Hyposensitization by subcutancous 
injection is inadvisable. 

In the very large majority of patients hyposensitization occurs 
as the result of leaving all eggs and egg-containing foods—e.g., 
ovaltine, cake, etc.—completely out of the diet. Hyposensitiza- 
tion takes place gradually, and the time required varies from 
6 months to many years, the majority of patients requiring 
3 to 5 years. This is the usual method of treatment, and it is 
almost certain that the child would gradually outgrow his 
sensitivity on this routine. Cooking reduces the antigenicity 
of egg to a certain extent, and a small amount of cooked food 
containing egg might be added to his diet once a year and the 
effect noted. When no symptoms appear the degree of hypo- 
sensitization achieved could then be further investigated. There 
is no non-specific treatment which is of value. 


Dosage of Paraldehyde 


Q.—(1) What are the usual extremes of dosage of par- 
aldehyde when this drug is given by the intramuscular route ? 
(2) Are specially large doses given intramuscularly in psychi- 
atric cases, neurological cases, and in cases of eclamptic fits ? 
If so, what maximum dosage may be used intramuscularly ? 
(3) Is paraldehyde ever given intravenously? (4) What is the 
maximum intramuscular dose of paraldehyde which can be 
given with safety? (5) Is tolerance to paraldehyde readily 
acquired ? (6) Does paraldehyde deteriorate and lose its potency 
readily ? 

A.—The usual dose of paraldehyde when given by the intra- 
muscular route is 4-8 ml. (1-2 fluid dr.). (2) When it has been 
found that the usual dose is insufficient to produce the desired 
effect in psychiatric and other cases, then, and only then, the 
dose can be repeated; after a further interyal to observe the 
effect of the second dose, a third dose may be tried, and so on. 
There is a very wide variation between the dose which is toler- 
ated by one person and that tolerated by another. There are 
no figures available for the maximum safe intramuscular dose, 
but 104 ml. (26 dr.) has been taken as a single dose by mouth 
without harm. A dose of 120 ml. (30 dr.) has been given 
rectally to a woman in labour, by mistake, without fatality, but 
on the other hand a dose of 31 ml. (8 dr.) rectally has caused 
death. (3) Paraldehyde can be injected intravenously. It must 
first be dissolved in 9 volumes of saline, and the maximum 
dose is 4-5 ml. (36-45 ml. of the solution in saline), which must 
be given slowly. (4) Has already been answered. (5) Toler- 
ance to paraldehyde occurs to some extent with continued use. 
(6) Paraldehyde is stable and does not lose potency. 


INCOME TAX 


Car Allowance 


A. A. was demobilized and started: work as an assistant in 
general practice in January, 1946. He bought a car for £294, but 
his principal pays £50 per annum towards the car expenses and 
provides oil and. petrol. 

** A.A. can claim the depreciation aliowance (20% plus 1/5= 
£71) for the period to April 5, 1946. For 1946-7 he can claim the 
* initial allowance "—i.e., 20% of £294—£71—.e., £45, and also the 
depreciation allowance of 25% on the written-down value. He can 
also claim for the cost of licence, insurance, repairs, and other 
expenses borne by him. On the other hand he must set against 
these amounts the £50 cash allowance from the principal, and it 
may be that some deduction is necessary in respect of private use 
of the car. 
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Commencement of New Practice 


_B. C. has left his pre-war practice in charge of an assistant— 
with a view to purchase, and is starting another practice elsewhere. 


*.” In our opinion the cost of redecorating the professional parts 
of the new premises should be allowed, but the matter is not free 
from some doubt. The cost of equipment represents capital 
outlay ; it cannot be deducted as an expense of carrying on the new 
practice. If a loss is made a claim for relief in respect of it can 
be made as against the tax paid on B. C.’s other income. 


Grant for Postgraduate Study 
“ Post” receives a grant to assist his further postgraduate studies. 
Is the grant chargeable to income tax? 


*.” By Section 28 of the Finance Act, 1920, income arising from a 
scholarship (including an exhibition, bursary, or any other similar 
educational endowment) held by a person receiving full-time educa- 
ion at a university or other educational establishment is exempted 
from income tax. Whether the inquirer’s grant is so exempt appears 
to depend on whether he is undergoing “ full-time ” education in the 
course taken. 


Assistant: Appropriate “ Code ” 
* ASSISTANT ” is married and pays £45 life insurance premiums. 
He receives an allowance of £50 for car expenses, and is on the 


point of acquiring a car at a cost of £350. He has £60 untaxed 
income from investments. What should be his coding for 1946-7? 


*,° The allowances he can claim are: 


£ £ 
(1) Personal allowances .. 140 
(2) Motor car expenses: 
(a) 10 months running costs, say . . ~ “se 100 
(5) Initial allowance 20% of £350 70 
Depreciation allowance—i.e., 10/12 of 25°% of 
243 
Deduct allowance received .. 50 
— 193 
333 
Deduct untaxed interest 
£273 


which corresponds with Code No. 42. 


Payments Received under a Sickness Policy 


“ Po.icy " pays an annual premium to a sickness society and has 
been drawing a weekly amount under the policy for the past 
17 months. Are such receipts liable to income tax? 


*,.° The facts appear to be similar to those in the case of 
Forsyth v. Thompson, in which it was decided that the amounts 
received were liable. (The case was reported in [1940] 2 K.B. 366.) 


Purchase of Car by Assistant 


J. C. bought a car in 1938 for £230, joined the Forces in January, 
1940, and sold the car in 1945 for £285. In February, 1946, he 


bought a new car for £550, on the hire-instalment basis. What 
allowances can he claim? 
*,*° No allowance is due in respect of the old car. So far as 


the new car is concerned we advise a claim to be made under two 
heads at the initial allowance of 20% of the capital expenditure, 
and the depreciation allowance at 25% of the cost—and, in subse- 
quent years, of the written-down value. As the car is being paid 
for on the instalment plan, the initial allowance will have to be 
reckoned on the amount of capital in each payment. No doubt 
the concern financing the purchase can supply the necessary par- 
ticulars and the allowances agreed with the local tax office. (Both 
allowances are, of course, subject to some restriction for private use 
of the car.) 


Grant to a “ Trainee ” 


W. D. is in receipt of “a grant of £650 per annum in connexion 
with a Class III rehabilitation appointment for ‘ trainee specialists.’ ” 
Is this exempt as arising from “a scholarship held by a person 
receiving whole-time instruction at a university, college, school, or 
other educational establishment 

*,* Section 28 (2) of the Finance Act, 1920, defines “ scholarship ” 
as including an exhibition, bursary, or other similar educational 
endowment. Whether the grant of £650 in question comes within 
the exemption depends on, its precise nature and the conditions 
attaching to it. We advise W. D., as a first step, to place the full 
facts in writing before the Board of Inland Revenue (Somerset 
House, London, W.C.2), attaching copies of all relevant documents, 
and request their ruling on the question. 


LETTERS, NOTES, ETC. 


Proctalgia Fugax 

“ FeLLow SUFFERER ” writes: As a fellow sufferer perhaps I ought 
to add my personal experience of proctalgia fugax. I had never 
heard of the condition but had already experienced it when you 
published an article on the subject by the late Sir Arthur Hurst a 
few years ago. 

I at once recognized the symptoms as described by Dr. T. Astley 
Cooper (Feb. 2, p. 380) and have followed with interest the succeed- 
ing correspondence. So far the victims described have been men, 
but I am a woman, middle-aged, married, with two children. 
Proctalgia first appeared about 40 years of age following a period 
of low health due to functional dyspepsia brought on by overwork 
in the domestic sphere and anxiety resulting in joss in weight (from 
8 st. (50.2 kg.) normal weight to 6 st. 6 Ib. (40.8 kg.), visceroptosis, 
minor degree of cystocele and rectocele due to loss of supporting fat. 
Attacks are exactly as described by preceding correspondents—always 
nocturnal, wakening one from sleep to a dull ache in the rectal area, 
soon becoming agonizing pain lasting some minutes, then slowly 
subsiding, leaving one somewhat shattered. When the spasm sub- 
sides flatus may be passed, but not always. 

I do not smoke and do not have threadworms, although these are 
said to be associated with hypochlorhydria, and I think I suffer 
from that to a small degree, although on the one occasion on which 
I underwent the test HCl was said to be “ present within normal 
lirnits.” I rarely use aperients and névei salines, stools being fre- 
quently loose and offensive with excess of mucus and fat. I took 
“ bellergal ” tablets for a-considerable period and so had “ small 
nightly doses of phenobarbitone,” but while these helped to relieve 
the anxiety state I would not say that proctalgia did not occur while 
I was taking them. 

“ Coitus interruptus ” and “ masturbation ” have never been prac- 
tised. _ Marital relations are happy and normal. Attacks occurred 
during months of wartime separation, and I have never associated 
attacks with intercourse. Attacks began some years before the onset 
of menopause, which is not yet complete. So far there are no 
menopausal symptoms apart from infrequent and scanty. periods. 
With improving health and increase in weight to normal, attacks 
have decreased in frequency and severity during the last two years, 
and are now very rare and very mild when they do occur. Local 
heat from my hot-water bottle is a decided comfort, but was of no 
use when the attacks were severe. 

May I add that I have found your series of “ Any Questions? ” 
of great practical help in recent years? 


Sigmoidoscopy : Perforation of the Rectum 


“ Mepicus ” writes: The paper by Major H. B. Walker (March 23, 
p. 434) on perforation of the rectum due to (as he thought) air 
inflation during a sigmoidoscopy reminds me of a similar but never- 
theless different experience. When many years ago I had arranged 
for a patient suffering from old-standing colitis to be examined by 
sigmoidoscopy, I was on that morning engaged in so many 
unexpected urgent hospital duties that no time was left for the 
examination. In the afternoon the patient suddenly developed the 
unequivocal signs and symptoms of peritonitis. A laparotomy per- 
formed only several hours later by a surgeon revealed the suspected 
perforation of one of the colonic ulcers. The patient died. At 
necropsy the colon was found to be a rigid thick-walled tube, the 
mucous membrane covered with many ulcers different in size (I 
cannot remember the exact aetiology). Had I on that morning done 
the sigmoidoscopy, nobody, including myself, would have hesitated 
to blame the sigmoidoscopy for the perforation, especially as I have 
always been used to inflate air, provided that the passage can be 
seen to open itself without any difficulty to the inflated air. There 
was, in my opinion, no reason to incriminate the preparation of 
the rectum—i.e., castor oil the day before, enema and tinct. opii on 
the morning of the intended sigmoidoscopy. 


Intestinal Obstruction from Gall-stones 


Dr. E. Moracas, resident surgeon at the Lewisham Hospital, 
writes: Within the last year or so there have been a number of 
letters and articles dealing with the condition of gall-stones ileus, 
which is considered to be an uncommon occurrence. I wish to 
report four cases known to me of intestinal obstruction due to 
gall-bladder calculi. In 1934 Dr. H. Nockolds, medical superin- 
tendent of the Lewisham Hospital, operated upon two cases, both 
of them women of advanced age, that were suffering from intestinal 
obstruction due to gall-bladder calculi which had been impacted 
into the gut. One of them died of pulmonary embolism, but the 
ether recovered, and so far as we know has shown no recurrence 
of this condition. Furthermore, in March, 1945, I operated upon 
a woman suffering from intestinal obstruction due to a gall-stone 
which was far too big to go through the ileo-caecal valve; at that 
time there were no signs of her having any more gall-stones, but 
a few months later she came with exactly the same symptoms and 
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also jaundice. Then she was treated conservatively; while carrying 
cut investigatioas it was found that she had a duodenal fistula 
communicating with the fundus of the gail-bladder. She was then 
operated upon by Mr. J. Jemson, our specialist surgeon, who closed 
the duodenal fistula and removed ihe gall-bladder, which contained 
another large calculus similar in size to the one which caused the 
small-bowel obstruction. The patient recovered, and up to this date 
she has had no drawback. Again in February of this year another 
woman was admitted to the hospital also suffering from symptoms 
of intestinal obstruction. The obstruction was dealt with, and a 
stone which had become impacted in the jejunum was removed by 
opening the gut. The patient recovered uneventfully, except for 
a small superficial sepsis. Later on an investigation was carried out, 
and she was found to have a duodenal! fistula communicating with 
the gall-bladder, and there was no evidence of any more gall-bladder 
calculi. 
Tremor and Pain in Paralysis Agitans 


Mr. H. A. Kipp (St. Helier County Hospital) writes: Among 
cases of post-encephalitic Parkinsonism there are some in which, 
while the rigidity is reduced by laige doses of stramonium, the tremor 
is incapacitating and can be relieved by removal of the stellate 
ganglion. I reported a case in the Journal of Jan. 21, 1933 (p. 99), 
in which bilateral stellate ganglion neurectomy had been performed 
for incapacitating tremor in a young girl, who was unable to feed 
herself or read. For nine months after the operation she was able 
to do both with ease, but then developed a fatal bronchopneumonia. 
I would suggest that the ganglion be injected with novocain in order 
to see whether in this case (May 18, p. 784) the paralysis agitans 
and the tremor are improved and the pain relieved, though I doubt 
whether the pain will be affected. 


Identity Numbers for Health Records ? 


Mr. C. HAMBLEN-THOMAS (London, W.1) writes: Now that the 
medical treatment of the public is becoming so well organized and 
is the care of the State from the cradle to the grave, doubtless files 
of their careers of health or ill-health will be kept at some central 
bureau, possibly Whitehall, for reference. For easy reference I 
would advocate that more use be made of the identity number 
allotted to each of us, which is so much iess confusing than names: 
in fact for the future I would venture to suggest that each baby 
at birth has its number tattooed on its buttock—a position easy for 
reference and yet sufficiently private—right buttock for males and 
left for females. This would be of immediate advantage in persons 
found unconscious, with loss of memory, or found dead, and in war- 
fare. In the case of loss of consciousness from illness a ready clue 
to the condition would be found in the number’s file at the central 
fureau. It has been advocated that names for houses should cease 
and numbers alone used, which would certainly diminish confusion, 
but one hesitates to press for this for their occupants—at least at 
present. 

Acid Treatment of Tetany 


Dr. Marsorte BourpDILLon writes from Northern Rhodesia: I 
have had four successful pregnancies in six years. During the 
fourth lactation I developed malaria. One evening when my 
temperature was rising and near 104° F. (38° C.) I felt cold but 
did not shiver, and I suddenly had an attack of tetany. I was 
panting hard. I became conscious of tingling in the muscles of my 
limbs, then my hands became rigid in “ accoucheur position ” and 
my feet in pedal spasm; my arms and lower limbs became rigid, 
with flexed elbows and extended knees and hips (the shoulders were 
not affected); my abdominal wall became rigid. I wondered if 
the respiratory muscles were going to be affected. I remembered 
the alkalosis factor and asked for a drink with vinegar in it. My 
attendant brought me a tumbler of fruit squash containing half a 
teaspoonful of vinegar concentrate. I drank this rapidly, and 
instantly the rigidity began to pass off in the reverse order from 
that in which it had come. I continued to drink diluted vinegar 
at intervals until all rigidity had gone. After each drink the rigidity 
immediately lessened, but began to recur a few minutes later. 
Slight stiffness of the index fingers and thumbs persisted several 
minutes after all other rigidity had gone. My estimation of time 
could not be accurate, but a very rough estimate is as follows: 


Period of tingling: 10-15 seconds. 
Period of onset of rigidity: 2 minutes. 
Period of maximum rigidity: 5 minutes. 
Period of recovery: 20 minutes. 


The only after-effect of the vinegar was slight nausea for about 
an hour; the only after-effect of the tetany, great muscular weakness 
lasting several hours, no doubt partly due to the malaria. It seems 
that the main cause of the attack of tetany was hypocalcaemia due 
to pregnancy and lactation, and the exciting cause alkalosis due 
partly to hyperpnoea associated with malarial pyrexia and partly 
to a sedative mixture containing bicarbonate, of which I had taken 
a dose two and a half hours previously. Acid treatment of tetany 
is not mentioned in the books I have at hand. 


Air Disinfection by lodine Vapour 


Dr. James A. Goopre_tow writes from Kenwood, Chesterfield : 
Since my letter appeared (May 11, p. 735) under the above heading 
I have received a good number of Jetters from medical officers and 
others asking for full particulars of my methods of iodizing the 
air. All of them have received or will receive a personal letter giving 
fuil details, but I now give some particulars for the benefit of 
others. It is well known that under ordifiary conditions iodine has 
no melting stage; it passes from the solid or powdered form 
directly into a vapour at ordinary temperatures. The obvious prac- 
tical difficulty in using the substance in this way is our inability 
to curb or control the vaporization. It was my association with 
a stoneware pottery that enabled me to discover a fairly satisfactory 
method. After numerous experiments I found that by imprisoning 
powdered, resublimed iodine in an unglazed stoneware container and 
sealing up the opening, the iodine vapour slowly passed through the 
slightly porous walls into the air. The most convenient and popular 
type was made in the form of a “mushroom” with the stem threaded 
so that it could be screwed into a socket. The factors requiring con- 
sideration are the thickness of the wall, the degree of porosity, the 
surface area, and the amount of powdered iodine put in. By 
repeated trials [ have produced a diffuser that lasts approximately 
twelve months. The socket remains as a permanent feature, and 
each year the “ mushroom” part is unscrewed and discarded and 
a fresh one put in its place. These have been employed with great 
satisfaction over a period of thirteen years. They are used in cow- 
sheds, pigcotes, fowl houses, rabbit hutches, schools, shops, ware- 
houses, and private houses. 

Most of my work has been done not so much with the object 
of disinfecting the air as in providing a sure means of absorbing 
minute traces of iodine through the lungs into the blood. In this 
connexion the work of Prof. Hans Léhr, of Kiel, does not appear 
to be widely known. A limited liability company has recently been 
formed to make and market these iodine diffusers at Oldfield 
Laboratory, Whittington Moor, Chesterfield. I would just like to add 
that I am not a shareholder or paid official, and I have never 
received anything from my inventions. 


Pyridoxine for Thiouracil Neutropenia 


Dr. A. Piney (London, W.) writes: In the answer to the question 
on thiouracil for thyrotoxicosis (May 18, p. 783), doubt is cast, 
rightly I think, on the value of pentose nucleotide and liver injections 
in the treatment of agranulocytosis. On the other hand, no reference 
is made to the dramatic effects of 100 mg. of pyridoxine intra- 
venously. Rarely are more than two doses needed; and this treat- 
ment has completely changed the prognosis of neutropenia due to 
thiouracil, while has certainly improved the outlook in the cases 
due to other causes. 


Thrombo-angiitis Obliterans 


Dr. N. N. TerRESHCHENKO (London, W.) writes: I am very sur- 
prised at the short and unsatisfactory answer regarding the treatment 
of thrombo-angiitis obliterans (May 18, p. 784). When I was a 
surgical dresser at Westminster under Sir Stanford Cade, Buerger’s 
disease was treated by intravenous hypertonic saline (so far as I 
remember 200-500 ml. of 20% saline every other day) and injections 
of muscle extract preparations with quite dramatic results. One 
patient who had well-marked intermittent claudication and incipient 
gangrene of one great toe not only was discharged free of symptoms, 
but actually joined the Merchant Navy a year after. I also would 
like to mention that I have seen quite good results from periarteria! 
sympathectomy, the important point being to denude the femoral 
artery for at least an inch (2.5 cm.) proximal to the profunda femoris 
as well as distally to it (this was taught to me by the late Dr. Marshall 
of Paris, himself a sufferer from the disease). 


Women Smokers in Hospital 


Dr. S. W. Vivian Davies (City Sanatorium, Birmimgham) writes: 
There has been a progressive increase in recent years, especially 
during war years, in the number of women smokers. The percentage 
is difficult to determine, but it is rapidly approaching that among 
men. In hospitals. and especially institutions and sanatoria for 
tuberculosis, there is a more or less general regulation forbidding 
smoking by women, while men are allowed to do so at certain 
periods daily. In the past this has entailed litle hardship to women ; 
it appears, however, to go so under conditions that now obtain. 
I, myself, think that men and women should be treated alike in 
this respect. I find women and men are very similar in their reaction 
to smoking. Those who have smoked since their “ teen” years find 
it difficult to break an established habit; some consider it a social 
obligation; while the “ addicts’ complain of considerable distress 
on prohibition and often go to great pans to smoke “ on the quiet ” 
in lavatories, etc. Prohibition is surely undesirable; it is better to 
gain intelligent co-operation with one’s patients in this matter, and 
allow women the same freedom as men. Incidentally I myself am 
a non-smoker. 


